The Journal of the 


American Medical Association 


Published Under the Auspices of the Board of Trustees 


Vor. 112, No. 1 CHICAGO, 


CopyriGut, 1939, py AmERICAN MepicaL 


ILLINOIS January 7, 1939 


DRUG THERAPY IN CORONARY 
DISEASE 


HARRY GOLD, M.D. 
NEW YORK 


The use of drugs in coronary disease resolves itself 
into the treatment of several symptoms and functional 
disorders of the heart and circulation. There are at 
present no chemical agents that can materially influence 
directly the course of the structural abnormality in the 
heart muscle and its blood vessels. Therefore, drugs 
have no place in the treatment of coronary disease if 
the subject is free of symptoms or of manifest dis- 
orders of function. The one exception is cardiovascular 
syphilis with coronary involvement. 

The chief specific objectives toward which drug 
therapy is directed in the course of coronary disease 
are (1) pain; (2) nervous symptoms: apprehension, 
anxiety and restlessness; (3) congestive heart failure ; 
(4) paroxysmal dyspnea; (5) shock, and (6) disorders 
of heart rhythm (auricular fibrillation or flutter, ven- 
tricular tachycardia). 

The agents most frequently employed in connection 
with one or another of these phenomena are (1) nitrites, 
(2) xanthines (theobromine and theophylline), (3) 
sedatives, (4) opium alkaloids, (5) digitalis, (6) quini- 
dine, (7) diuretics, (8) oxygen, (9) papaverine, (10) 
iodides, (11) tissue extracts and (12) emergency 
measures. 

The use of these drugs is nat confined to the treat- 
ment of coronary artery disease, but I wish to restrict 
my remarks chiefly to those matters concerning their 
use which have to do more particularly with problems 
arising in coronary disease. 


THE NITRITES 

The nitrites are the drugs of choice in the treatment 
of the pain of effort angina. Attention to certain 
details will materially enhance their usefulness. These 
agents dilate all the peripheral arterioles, including the 
coronary vessels. The ensuing readjustment of the 
circulation provides a more favorable relationship 
between cardiac work and coronary flow. This is a 
physiologic form of relief, since the nitrites do not 
impair perception of pain but abolish the mechanism 
that causes the pain. The nitrites are not entirely free 
of disagreeable effects: the flush, headache, sensation 
of throbbing and tension in the head, palpitation and, 
in excessive doses, collapse. The patient should be 


Read before the Section of Medicine of the New York Academy of 
Medicine, Oct. 18, 1938. Paper prepared in collaboration with Dr, N. ¥. 
it. 


Medical 
and the 


w 

From the Department of Pharmacology, Cornell Universit 
College, and the Cardiac Clinics of the Beth Israel Hospita 
Hospital for Joint Diseases. 


® 


49076 


warned about the minor symptoms to avoid alarm. 
Sometimes these symptoms can be obviated by reducing 
the dose without appreciable loss of the cardiac effect. 

The dose should be taken at the first suggestion of 
the oncoming pain rather than to wait for its full 
development, as patients often do, guided by a mistaken 
notion that some danger of injury or habit is involved 
in frequent use of the nitrites. Patients often declare 
that they endure the pain as long as they can before 
taking a tablet in order to avoid taking too many. It 
is desirable to instruct them that if the first dose does 
not relieve the pain -within five minutes they may 
repeat it as many times as necessary at intervals of 
five minutes, until either the pain subsides or sufficient 
headache appears to preclude its further use for that 
attack. They should understand that in the doses 
recommended the drug is practically harmless and that 
as many as fifty tablets or more of glyceryl trinitrate 
may be taken a day without fear of injury. : 

For a patient with extremely frequent attacks of 
pain, ten or fifteen a day, coming on with the slightest 
provocation, even while the patient is at rest, the use 
of a tablet or two of glyceryl trinitrate regularly at 
intervals of about two hours, irrespective of whether 
pain is present or not, will often considerably reduce 
the number of attacks or even abolish them. These 
are sometimes desperate cases and no end of suffering 
may be prevented by this prophylactic measure. The 
danger which has been suggested that the prevention of 
attacks removes an important protective signal is not 
significant, since these patients soon discover that only 
during the most rigorous control of their mental and 
physical stress will this prophylactic dose of nitrite 
prove effective. 

The question of habituation is sometimes raised. It 
takes two forms: 1. Will the frequent use of the 
nitrites in the course of time lead to dependence on 
them? 2. Will their frequent use reduce their effi- 
cacy? The patient may be assured that neither of 
these consequences will occur. A form of acquired 
immunity to the nitrites exists. It is seen in nitrite 
factories. The workers develop severe headaches, 
which subside after exposure for three or four days. 
This form of tolerance so rapidly disappears, however, 
that if the worker takes a vacation for a few days it is 
the practice to place glyceryl trinitrate in the hat bands 
during this time in order to retain the tolerance.’ Such 
tolerance to the cardiac effect is quite exceptional, if it 
occurs at all, in the use of the small doses necessary in 
the treatment of effort angina, although with advancing 
disease larger doses often become necessary. I have 
been tempted to try the experiment of placing some 
glyceryl trinitrate in the hat band of the patient sub- 
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ject to innumerable attacks of effort angina to provide 
more or less constant exposure to this drug. 

There is a phenomenon in patients with effort angina 
which has the appearance of an acquired tolerance. If 
a patient who has been securing satisfactory relief in 
the attacks of effort angina by means of the nitrites 
reports that he has had an attack of pain in which the 
usual relief was no longer obtained, he may have 
suffered an attack of coronary thrombosis. In most 
instances the severity of the attack will itself be suff- 
ciently dramatic to direct attention to the fact that a 
coronary vessel has become occluded, but not infre- 
quently this is not the case, and failure to obtain the 
usual relief by the nitrites is all there is in the history 
that distinguishes the mild attack of coronary throm- 
bosis from the patient’s previous attacks of angina 
pectoris. An electrocardiogram at this time is likely 
to prove of great value. 

In the pain of the acute phase of coronary throm- 
bosis the nitrites only occasionally afford relief. In 
those cases in which the arterial pressure remains high 
during the early days and recurring attacks of pain 
take place, the nitrites prove helpful. The pain in 
some of these cases appears to arise from two sources: 
(1) the completely infarcted area from which the 
impulses are likely to disappear after a few hours and 
(2) the adjacent muscle with impaired circulation, 
which was only partly dependent on the occluded vessel. 
This pain may recur during several days and appears 
to be similar in its behavior to that of effort angina. 
It is relieved by nitrites. 

There is some hazard in the use of nitrites in the 
acute phase of coronary thrombosis, because the nitrites 
reflexly (from fall of blood pressure) stimulate the 
cardiac accelerators, which may precipitate dangerous 
ectopic tachycardias, and, by further lowering the blood 
pressure, which may already have fallen considerably, 
it may impair the blood flow to the rest of the coronary 
bed, since the efficiency of the coronary circulation 
depends on an adequate level of systemic pressure. 

All the nitrites act qualitatively alike, and if suitable 
doses of one have been given without relief it is not 
likely that any other member will prove any more 
effective. The most satisfactory preparation is the 
tablet triturate of glyceryl trinitrate, and the average 
dose is Yy59 grain (0.0004 Gm. ) dissolved under the 
tongue. The pearl of amyl nitrite is commonly used 
by inhalation. On the whole it is not as satisfactory 
as the tablet of glyceryl trinitrate, with which the exact 
dose can be more accurately determined. In the case of 
amyl nitrite, the amount actually inhaled varies greatly. 
Furthermore, the drug is absorbed from the lungs more 
rapidly than glyceryl trinitrate from the sublingual tis- 
sues, producing more violent effects, and the dose of 
5 minims (0.3 cc.) in a pearl sometimes causes alarm- 
ing symptoms in patients who are too careful to allow 
little or none of it to escape. Levy? recommends 
erythrol tetranitrate in a dose of one-half grain 
(0.03 Gm.) at bedtime to control attacks of pain which 
are likely to occur during the night. 

An interesting contribution to the subject of nitrite 
therapy was recently published by Krantz and his 
collaborators * from the University of Maryland. They 
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prepared several alkyl nitrites in the hope of combining 
a vasodilator action with a central sedative action of 
the type produced by trichloroethylene. One of the 
resulting compounds, octyl nitrite, appears to offer dis- 
tinct advantages. It is a voiatile substance supplied on 
saturated pledgets of cotton in a convenient glass tube 
inhaler similar to the familiar pocket devices employed 
for the treatment of nasal catarrh. Their results show 
that it is less potent than amyl nitrite and less volatile, 
that for a given degree of vasodilatation the nitrite 
content of the blood is lower after this compound than 
after amyl nitrite, that there is less methemoglobin 
formed and that its duration of action is considerably 
longer. Octyl nitrite is still in the experimental stage, 
but the indications are that it may have a useful place 
in the treatment of effort angina. 


XANTHINES 

The purine bases, particularly theobromine and 
theophylline, are extensively employed in the treatment 
of coronary artery disease. These agents are not 
soluble in water but, when mixed with ethylenediamine 
or certain salts such as sodium acetate or sodium 
salicylate, they go into solution readily. They are 
more widely used in the form of these double salts. 
One of the most popular of this type of preparation is 
theophylline with ethylenediamine, or aminophylline. 

It was in 1895 that attention was first directed to the 
use of the xanthines in angina pectoris.* In the period 
of forty years that has elapsed their use for this purpose 
has gained momentum, and at the present time it is 
probable that few sufferers with cardiac pain escape a 
course of treatment with aminophylline at one time or 
another. With only one exception, clinical reports have 
considered these compounds effective in controlling the 
pain of angina pectoris. In 1902 a German writer ° 
declared their introduction to be “the most praiseworthy 
achievement of the last decade,” and in 1929 a paper ° 
appeared in this country in which the writers stated that 
they concurred in this view with “equal emphasis.”” My 
associates and I were not at all impressed with the 
results we obtained with these compounds in isolated 
observations. On inquiry among prominent clinicians 
we learned, furthermore, that there exists a very con- 
siderable body of unpublished testimony to the effect 
that the xanthines are of questionable value in the relief 
of cardiac pain. An analysis of the favorable published 
clinical reports showed also that the conclusions were, 
without exception, based on observations lacking in 
suitable control. A few years ago this question was 
reexamined in our clinics in 100 selected cases of 
effort angina. It is not feasible to discuss here the 
manner in which the study was carried through further 
than to say that technics were devised for controlling 
numerous sources of error encountered in the study 
of the effects of drugs on cardiac pain, such as emo- 
tional factors, the diet, the condition of the bowels, 
physical effort, changes in weather, spontaneous fluctu- 
ations in the functional state of the coronary circu- 
lation and subconscious bias of the examiner. How 
this was done is described in detail in a paper published 
a year ago." The results of that study showed that 
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patients with coronary artery disease and effort angina 
obtain no more relief from their cardiac pain from 
these compounds than they do from sugar of milk 
administered in the same way. 

We had about made up our minds that the xanthines 
deserve no place in the treatment of cardiac pain when 
an experimental study was published by Smith and his 
collaborators * which appeared to indicate that large 
doses of aminophylline greatly reduce the size of the 
resulting scar after a coronary artery was ligated. 
These results supplied experimental support for their 
practice of giving large doses of aminophylline to 
- patients with coronary thrombosis. If that observation 
could be confirmed, it goes without saying that it would 
represent a discovery of surpassing significance. The 
conclusion was based on a small number of animal 
experiments, and the sizes of the scars were not mea- 
sured but were estimated. The matter was reinvesti- 
gated in our laboratory. Larger numbers of animals 
were used and the sizes of the infarcts were accurately 
measured by means of a planimeter. An important 
source of error was eliminated by the use of the “blind 
test.” Unfortunately the results could not be confirmed. 
In fact, our “treated” animals turned out to have on 
the average larger infarcts than the “untreated” ones, 
even though the same vessel was ligated at the same 
point in the “treated” and “untreated” series. 

The evidence, therefore, leaves no escape from the 
conclusion that aminophylline, theocalcin, theobromine 
with sodium salicylate, or any of the other xanthine 
compounds exerts no action that is useful for the 
routine treatment of cardiac pain or myocardial infare- 
tion. I do not wish to be understood as believing that 
the purine bases have no use at all in cardiac disorders. 
On the contrary, they are extremely valuable as diuretics 
in congestive cardiac failure. Also respiratory depres- 
sion with Cheyne-Stokes respiration occurring in the 
course of renal or cardiac failure often shows dramatic 
improvement from the intravenous injection of from 
0.25 to 0.5 Gm. of aminophylline. 


MORPHINE 

In the classic case of coronary thrombosis in which 
there is agonizing pain, anguish and terror of impend- 
ing death, morphine is the drug of choice. The relief 
of the pain is due to raising the threshold at the center 
and not to dilatation of coronary arteries, since mor- 
phine causes constriction of smooth muscle and, by its 
vagal stimulating action, also tends to constrict the 
coronary bed. It owes its beneficial effects not only 
to the fact that it relieves pain but to the fact that it 
abolishes a disposition to move about and in many 
instances gives rise to a sense of well-being which is 
quite apart from its analgesic effects, the euphoria 
characteristic of this narcotic. 

It may be noted that in some cases the pain is so 
severe that even morphine is not entirely effectual. In 
these instances the most one succeeds in doing by safe 
amounts is to dull the sharp edge of the pain by 
repeated doses, and after a period of several hours the 
pain subsides, partly as the result of its natural course 
independent of the drug. One should not attempt to 
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abolish the pain completely in such cases, since doses 
sufficient to do this will produce dangerous depression 
of the respiration. 

Morphine sometimes complicates the course of coro- 
nary thrombosis. It promotes constipation with abdomi- 
nal distention and urinary retention through spasm of 
the bladder sphincter. It also causes vomiting, which 
may be repeated over a period of several hours. This 
violent muscular effort is a source of danger in coro- 
nary thrombosis. It is also a source of confusion in 
that one may be at a loss to determine whether the 
vomiting is due to the drug or to the coronary throm- 
bosis itself. Morphine causes strong vagal stimulation, 
and this renders the heart more susceptible to ventricu- 
lar ectopic rhythms. One may well ask how often 
ventricular tachycardia after coronary thrombosis is due 
in part at least to the morphine with which the condi- 
tion was treated. Morphine poisoning is more likely 
to occur in cases in which large doses of the drug 
appear to be necessary for the relief of agonizing pain 
if the pain subsides spontaneously before any appreci- 
able amount of the drug has been excreted. This 
applies particularly to cases of coronary thrombosis, 
for in them occasionally even excruciating pain may 
subside spontaneously within about one-half hour. 
When such a patient has received a grain of morphine, 
the disappearance of the pain is occasionally followed 
by rather pronounced stupor with profound depression 
of respiration at 3 or 4 a minute because the stimulant 
effect of the pain has disappeared. Older patients are 
more sensitive to this phenomenon. 

Two facts concerning morphine have received great 
emphasis, and deservedly so, in clinical writings on 
its use in coronary thrombosis: (1) that large doses 
are necessary and (2) that these patients are very 
tolerant to morphine. The reasons for these are impor- 
tant. Large doses are needed because the pain is so 
severe, and the patient appears tolerant because pain is 
an antidote to morphine poisoning. To be aware of 
these reasons is perhaps more necessary now than ever 
before, because of the advances that have been made 
i recent years in the recognition of the milder cases. 
The classic picture is often missing in patients now 
readily recognized as having coronary thrombosis. In 
them the pain is not excruciating; it is of relatively 
short duration, arid the fear of siesta death is 
absent. 

A plan which is applicable in the majority of cases is 
this: one-fourth grain (0.016 Gm.) of morphine sulfate 
by subcutaneous injection, repeated at intervals of one- 
half hour until the pain is abolished or reduced to a 
minimum. The interval between doses should not be 
shorter, and to give more than a total of 1 grain (0.065 
Gm.) in twelve hours is rarely wise. Larger doses than 
1 grain are rarely more effectual against the pain. 

In 1932 an eminent author ’® wrote: “During the 
acute attack relief of pain can only be accomplished, 
and even then only too slowly, by giving one-half grain 
of morphine hypodermically and repeating as necessary. 
Other substitutes for this drug are worthless and 
smaller doses do no good.” This advice seems much too 
drastic for the conditions that prevail at the present 
time. One should not discourage the use of large 
doses of morphine in cases of coronary thrombosis in 
which they are essential, but the problem does need to 
be viewed somewhat more broadly. Not all patients 
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with coronary thrombosis require large doses of mor- 
phine, and many of them require no morphine at all. 
One not infrequently encounters patients with coronary 
thrombosis who receive morphine two or three times 
a day in a routine manner although the subjective 
symptoms due to the disease are almost negligible. As 
already mentioned, this drug often complicates the 
course of the disease and is not infrequently the cause 
of its most troublesome symptoms; namely, abdominal 
distention, urinary retention, vomiting, irregular heart, 
stupor and respiratory depression. The vague notion 
is entertained that morphine exerts a direct beneficial 
effect in coronary thrombosis independent of its influ- 
ence on symptoms. There is no sound justification 
for this view. Severe pain, its attending anxiety and 
the distress of paruxysmal dyspnea are the three major 
indications for the use of morphine in the course of 
coronary thrombosis. In the absence of these the occa- 
sion is rare indeed when the use of morphine is 
justified. 

As for substitutes for morphine, codeine in doses 
of one-half grain or 1 grain may often be used with 
advantage in the milder cases of coronary thrombosis. 
If moderate pain persists over several days, the danger 
of disagreeable withdrawal symptoms is greatly mini- 
mized by the substitution of codeine, even though mor- 
phine may have been used during the early pain of 
the greater severity. Dilaudid, one of the synthetic 
derivatives of morphine, is about five times as potent 
and may be used in place of morphine in about one-fifth 
the dose, about %» grain (0.003 Gm.) of dilaudid 
therefore being given in cases in which one-fourth grain 
of morphine might otherwise be used. It is doubtful 
whether it has any advantages over morphine in this dis- 
ease. It must be used as cautiously as morphine in view 
of the likelihood that it also is habit forming. Opium 
contains about twenty different alkaloids, and the view 
has gained currency that the total alkaloids of opium 
have special merits in coronary thrombosis. A prepara- 
tion known as pantopon is widely used for that purpose. 
There is no satisfactory pharmacologic or clinical evi- 
dence that this preparation exerts any effects other than 
those due to the morphine it contains." If by any chance 
the patient is intolerant to morphine, so that ordinary 
doses cause vomiting or excitement, a combination in a 
capsule of one-half grain or 1 grain of codeine with 
59 grain of scopolamine hydrobromide will occa- 
sionally provide a satisfactory substitute. 

In cases in which there is pain that is resistent to 
other measures, placing the patient in a tent with 
oxygen of about 50 per cent concentration is sometimes 
useful.** It is especially applicable in those presenting 
cyanosis. 

THE BARBITURATES 

Sedatives play an important role in the management 
of patients with coronary disease. The most popular 
ones at the present time are members of the barbituric 
acid series, such as barbital, phenobarbital, amytal or 
pentobarbital sodium. The more rapid recovery from 
amytal or pentobarbital sodium offers no particular 
advantage in coronary disease, because a more or less 
persistent mild depression is desirable. By reducing 
nervous excitability the barbiturates are effective in 
reducing the number and severity of the attacks of 
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effort angina. By means of the barbiturates, one may 
control the fear and anxiety which intensify the dis- 


_ tress of acute coronary thrombosis, as well as the rest- 


lessness which involves a dangerous expenditure of 
physical energy in this condition. In experimental 
studies ** it has been found that these drugs reduce the 
susceptibility of the heart to ectopic rhythms and in 
that way may contribute to the prevention of ventricular 
tachycardia, which is one of the complications of coro- 
nary thrombosis. 

It is advisable to use only moderate doses of these 
drugs. As a rule it is unwise to exceed from one- 
fourth to one-half grain of phenobarbital three times a 
day or from three-fourths to 1% grains (0.05 to 
0.1 Gm.) of pentobarbital sodium or analogous 
doses of some of the other members of the group. 
Large doses not infrequently cause a form of stupor 
associated with motor unrest and defeat the purpose for 
which they are used. The condition is analogous to the 
involuntary excitement stage of ether or chloroform 
anesthesia. If such a state has been produced, neither 
large doses nor substitution of another barbiturate 
solves the difficulty. The drugs must be discontinued 
for a day or two until sufficient elimination of the 
drug has taken place to reestablish the eaegoud s normal 
control. 

DIGITALIS. 

The use of digitalis in coronary artery disease consti- 
tutes the most widely debated of all questions concern- 
ing the treatment of this disease. Should it be given 
as a routine in these cases? Does it ever do any good? 
Is it always dangerous, or are there particular cases 
in which it is especially valuable or especially dan- 
gerous? Such are some of the questions on which 
clinical opinions are sharply divided. 

In order to clarify the issues, it may be well to con- 
sider first what the conditions are in which digitalis 
is useful. There are two general indications: (1) 
cardiac failure and (2) certain disorders of rhythm 
with or without cardiac failure, namely auricular fibril- 
lation, auricular flutter and possibly paroxysmal tachy- 
cardia. 

Clinically, primary failure of the heart muscle mani- 
fests itself in two general forms: One is referred to 
as right ventricular or congestive heart failure. Its 
chief manifestations are dyspnea, orthopnea, distended 
veins of the neck, enlarged liver, pulmonary congestion, 
edema and ascites. The other is left ventricular failure 
in which the outstanding clinical phenomenon is one 
of recurring paroxysms of dyspnea or pulmonary 
edema. Very frequently the clinical picture represents 
a combination of the two. 

A patient manifesting these disorders should receive 
digitalis regardless of what accompanying conditions are 
present. There are no contraindications that would 
precluce the use of digitalis in cases in which the fore- 
going indications for its use exist. Specifically, if a 
patient has auricular fibrillation with a rapid heart rate, 
or cardiac iailure in the sense in which I have just 
described it, with coronary thrombosis as the cause or as 
an accompanying condition, the patient should be 
digitalized in the hope of favorably influencing the 
course of the failing power of the heart muscle. This 
applies to coronary thrombosis in any stage, either early 
or late. 
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There are, of course, many persons in the terminal 
stages of cardiac disease presenting these clinical pic- 
tures who appear to obtain little benefit from digitalis. 
Nevertheless, if a patient succumbs to right or left 
ventricular failure without having been digitalized, it 
is indeed difficult to controvert the charge that the 
patient has been deprived of a possible means of sur- 
vival. No other agent is known that exerts such potent 
and protracted effects in increasing the power of heart 
muscle to carry a load. There seems to be no clinical 


or experimental evidence to support a contrary view, 


although other preferences and fears are frequently 
expressed. 

This should not be taken to signify that most patients 
with coronary thrombosis should be digitalized; quite 
the contrary. The functional disorders of the heart for 
which digitalis is useful are very uncommon in the 
course of coronary thrombosis, and in the early days 
of an episode they are extremely rare. The disinte- 
gration of the cardiocirculatory function in coronary 
thrombosis appears to be a form of “shock” with periph- 
eral failure, and digitalis is no more useful in this 
condition than it is in the peripheral circulatory failure 
of pneumonia, sepsis or traumatic shock. Dyspnea, 
orthopnea, enlargement of the liver, distention of the 
veins of the neck and edema are relatively rare symp- 
toms in the early period of a coronary thrombosis. 
There is therefore no indication for the use of digitalis 
in the circulatory difficulties of most cases of acute coro- 
nary thrombosis, because in most of them the clinical 
signs of right or left ventricular failure do not occur. 
It should be noted at this point that the distinction 
of right or left ventricular failure from peripheral 
circulatory failure often presents great difficulties in 
coronary thrombosis. Many cases show temporary 
equivocal signs such as inconstant rales at the base of 
the lungs. In fact a sharp line cannot always be 
drawn between the two conditions. However, judg- 
ment as to which condition is present is the deciding 
factor, and it is our practice, in such cases, to withhold 
digitalis until unmistakable clinical indications of right 
or left ventricular failure appear. 

An objection has been raised to the use of digitalis 
in those cases in which the drug can prove effec- 
tive, namely those with auricular fibrillation and those 
with cardiac failure. The argument is frequently 
based on the possibility that digitalis may do harm 
rather than on the conviction that, for some strange 
reason, it will fail to exert its customary thera- 
peutic effect on the heart muscle. Clearcut clinical 
proof that such harm is produced does not exist. The 
fear that digitalis may do some harm receives its sup- 
port mainly from certain experimental results. Four 
dangers are generally considered: One is that the 
drug, by increasing the force of the heart’s contraction, 
will promote a tendency to rupture the tenuous tissue 
of the infarct. The second is that digitalis increases 
the work of the heart. The third is that digitalis 
might predispose the heart to ‘ventricular tachycardia, 
since digitalis and coronary thrombosis may each by 
itself precipitate this abnormal rhythm. The fourth 
is that digitalis constricts the coronary vessels and may 
further diminish the coronary blood flow. 

Concerning the danger of rupture, it may be said 
that digitalis exerts no actions on the human heart 
which can cause the ventricle to rupture. It does not 
raise the intraventricular pressure. How can it pro- 
mote rupture of the ventricle without increasing the 
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pressure by which it is ruptured? On the other hand, 
it should be borne in mind that failure of the heart leads 
to an increase in the diastolic pressure in the ventricle, 
giving rise to a force which may stretch the infarcted 
area and in that way promote rupture of the ventricle. 
The danger, therefore, lies not in giving digitalis but in 
withholding it from a patient who has heart failure in 
the course of coronary thrombosis. 

With regard to increased work of the heart, it should 
be noted that in the absence of failure digitalis tends 
to decrease cardiac output and diminish the work of the 
heart. The reverse takes place with digitalis during 
heart failure, namely increased output and increased 
work.'* What is often lost sight of, however, is that 
the increased work after digitalis is the result of an 
improved capacity for work rather than an increased 
demand for work as occurs in exercise. The heart 
becomes more efficient as the result of the digitalis.” 
Such a phenomenon cannot be viewed as unfavorable. 

Concerning the coronary vasoconstriction, the experi- 
mental literature is inconclusive, some _ reporting 
constriction, others dilatation and still others no effect. 
An investigation of that subject was made in 
our clinic recently in 120 selected cases of effort 
angina.’® Diminution of coronary flow was to be indi- 
cated by increase in the frequency or severity of the 
cardiac pain. In not a single one of these patients was 
the course of the pain influenced by even toxie doses 
of digitahs. We are forced to the conclusion that 
digitalis does not exert any direct constrictor action on 
the coronary circulation in patients with coronary 
artery disease. 

As to the danger of precipitating toxic rhythms, 
the experimental facts are these: It requires as much 
as from 50 to 75 per cent of the fatal dose of digitalis 
in normal animals to precipitate ventricular tachy- 
cardia.‘*? Doses necessary in therapeutic digitalizations 
are a long way from those which cause this toxic 
rhythm. Within anywhere from twenty-four hours to 
three weeks after coronary thrombosis it is found that 
animals require only three fourths of the usual dose 
to cause the ventricular tachycardia.** The only prob- 
lem which this suggests is the desirability of giving 
smaller doses to treat cardiac failure in patients with 
coronary thrombosis; namely, about three-fourths as 
much as that subject might receive if he did not have a 
myocardial infarct. It is a matter of no great difficulty 
and involves no special hazards if one proceeds to 
digitalize when necessary by a method involving rela- 
tively small doses. 

A satisfactory dosage in the average case of auricular 
fibrillation or heart failure in coronary thrombosis is 
about 6 grains or 0.4 Gm. (4 cat units) of digitalis 
leaf daily for three days, followed by about 3 to 
4% grains or from 0.2 to 0.3 Gm. (2 to 3 cat units) 
a day as long as necessary. The patient should be 
watched carefully for the appearance or increase in the 
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number of ventricular premature beats, which should 
serve as a guide to reduction of the duse. Such a plan 
carefully pursued involves no special risks to patients 
with coronary thrombosis. 


DIURETICS 

The indications for the diuretics overlap in part those 
for digitalis. They are useful for the control of con- 
gestive heart failure and attacks of paroxysmal dyspnea. 
An intravenous injection of 1 cc. of salyrgan or 
mercupurin two or three times a week with or without 
a daily dose of 5 or 6 Gm. of ammonium nitrate as 
the need may be often proves very helpful. The patient 
in whom this treatment is necessary should also receive 
digitalis. 

QUINIDINE 

Quinidine and the related alkaloids of cinchona have 
the same uses in cases of coronary disease as in all 
other types of cardiac diseases. They control trouble- 
some premature contractions and abolish auricular 
flutter, auricular fibrillation and ventricular tachycardia. 
Ventricular tachycardia is the disorder most feared 
after coronary thrombosis, especially the more severe 
grades, in which the heart rate may rise to 250 a minute. 
The possibility that quinidine might be useful in small 
doses as a prophylactic in all cases of coronary throm- 
bosis has received some attention.’® Concerning this, 
it should be noted that it usually requires large doses 
to abolish the more severe forms of ventricular tachy- 
cardia, from 30 to 100 grains (2 to 6.5 Gm.) in a period 
of several hours. There is no reason to believe that 
the small prophylactic doses of 9 grains (0.6 Gm.) 
a day, as are recommended, are likely to prevent an 
attack of ventricular tachycardia in cases in which the 
larger doses would fail to abolish one within a few 
hours. Evidence concerning this matter is extremely 
difficult to obtain, but it is my belief that the prophy- 
lactic use of quinidine in this routine manner is without 
sufficient merit. To patients presenting premature ven- 
tricular contractions after a coronary thrombosis, an 
oral dose of 5 grains (0.3 Gm.) of quinidine sulfate may 
be given three times daily, and the dose may be increased 
if necessary by 5 grains daily until the abnormal beats 
disappear or until minor toxic symptoms appear. 

The intravenous injection of quinidine is dangerous 
and should not be used except in extreme emergencies, 
and then only by those familiar with its use. 

It is well to bear in mind that auricular fibrillation 
or flutter caused by coronary thrombosis usually sub- 
sides spontaneously within hours or days, and unless 
the rate is unduly rapid and appears seriously to impair 
the circulation the condition may safely be allowed 
to run its spontaneous course. Quinidine should be 
used only if it appears necessary to expedite the restora- 
tion of the normal rhythm. If signs of congestive 
failure are present, digitalis is preferable to slow the 
ventricular rate in auricular fibrillation and to restore 
the normal rhythm in auricular flutter. 


PAPAVERINE, IODIDES AND TISSUE EXTRACTS 
Papaverine in one-half or 1 grain (0.03 or 0.06 Gm.) 
doses exerts a mild general depressant action, and in 
animal experiments the drug relaxes smooth muscle. 
It appears to have little value, however, in the con- 
trol of cardiac pain. While iodides are extensively 


19. Levine, S. A.: Clinical Heart Disease, Philadelphia, W. B. 
Saunders Company, 1936, p. 151. 
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employed in the treatment of coronary sclerosis, 
not a vestige of evidence exists that they influence 
the symptoms or the course of the coronary disease 
in the absence of syphilis. Tissue extracts yield 
a host of vasodilator substances. They are widely 
exploited as “heart hormones” for the treatment of 
angina pectoris. If any one of the more optimistic 
reports represented the true value of these extracts, 
coronary disease would now have ceased to present a 
serious therapeutic problem. The reports are con- 
spicuous by their lack of suitable control. It is idle 
to attribute the relief of pain to a substance given in 
a series of injections when the ritual of the treatment 
itself, as well as numerous other factors that have not 
been excluded, could have been responsible for the 
change. The critical reader cannot be impressed with 
the case that has been made out for the use of tissue 
extracts in coronary disease. 


EMERGENCY MEASURES 

There are several emergency situations arising in the 
course of coronary thrombosis in which drug therapy 
is extremely difficult to evaluate, namely shock, acute 
pulmonary edema, Adams-Stokes attacks and acute col- 
lapse at the onset of an attack in which the pulse 
disappears and consciousness is lost. Epinephrine is 
occasionally helpful in acute pulmonary edema, if the 
systemic pressure is low, and in Adams-Stokes attacks. 
There is danger in these cases of precipitating ventricu- 
lar tachycardia. Solution of posterior pituitary should 
not be used for its vasopressor effect because of the 
constrictor action on the coronary vessels. Caffeine, 
metrazol, coramine and intravenous dextrose solutions 
are widely used in the peripheral failure of coronary 
thrombosis, but there are no satisfactory clinical studies 
that throw any light on their usefulness. 

The. detailed treatment of coronary disease is not 
within the scope of this discussion, but because only 
drugs have been considered there is danger that too 
much emphasis has been placed on them. It is therefore 
well to state that under proper supervision a large 
proportion of cases of effort angina as well as many 
with coronary thrombosis will run their course from 
beginning to end with little or no medicine, and this 
often with considerable advantage. The prevailing ten- 
dency appears to be to overtreat patients with coronary 
disease than otherwise, to give them too many drugs 
and too much of each. It ought also to be stated that, 
while in many instances great suffering is spared and 
a life is saved through the judicious use of these agents, 
the major part in the control of this disease lies not in 
drugs but in expert guidance in making the mental and 
physical adjustments which will enable these patients to 
carry on within their capacity without symptoms. 

1300 York Avenue. 


Book on Gynecology by Trotula.—In the fifteenth cen- 
tury the first printing presses were set up in Europe for the 
general multiplication of books by an easier method than by 
the pen or brush; and no less than twenty editions of the 
“Regimen Sanitatis Salernitatum” were printed before the year 
1500. Some of these bore the title “Flos Medicinae Salerni.” 
To the original compilation of this work, as we have seen, 
Trotula contributed largely. The first printing of her gyne- 
cology, the “De Passionibus Mulierum,” under her own name, 
came from the press of John Schottus, in 1544.—Hurd-Mead, 
Kate Campbell: A history of Women in Medicine, Haddam, 
Conn., the Haddam Press, 1938. 
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A NEW INTERPRETATION OF HYPER- 
GLYCEMIA IN OBESE MIDDLE- 
AGED PERSONS 


L. H. NEWBURGH, M.D. 
AND 


JEROME W. CONN, M.D. 
ANN ARBOR, MICH. 


The term diabetes mellitus has in the past implied a 
single cause. Ever since the days of von Mering and 
Minkowski this disease has been attributed to a pan- 
creatic abnormality. However, within the last few 
years the work of a number of investigators has made 
it clear that this conception is far too restricted. 
Houssay,’ for example, has shown that the rapidly 
fatal diabetes produced by pancreatectomy in animals 
may be strikingly ameliorated by subsequent hypo- 
physectomy. In the same sense Mann? has produced 
fatal hypoglycemia in depancreatized dogs by hepatec- 
tomy. A number of workers have produced hyper- 
glycemia and glycosuria by injection of pituitary 
extracts, and Young®* reported that he obtained per- 
manent “diabetes” in dogs solely as the result of pro- 
longed injection of anterior pituitary extracts. 

It is therefore clear that clinical investigators must 
now attempt to discover the specific cause of the hyper- 
glycemia in all patients who present the classic signs 
and symptoms of the abnormality to which the clinical 
term diabetes mellitus is attached. In this paper we are 
endeavoring to show that we have isolated etiologically 
one group of persons characterized by obesity and 
spontaneous glycosuria. 

Joslin * has emphasized the frequency of obesity in 
the patients who come to him for the treatment of 
diabetes mellitus. He reported on a group of 3,094 
patients, 20 or more years of age, whose weight at the 
onset of the disease was known. Of the males 63 per 
cent and of the females 67 per cent were obese. Our 
investigation concerns only those patients who were 
obese and middle aged when they came to us for the 
treatment of spontaneous glycosuria. 

Table 1 shows how many patients were obese when 
they were first accepted at the University Hospital dur- 
ing the year 1936 for the control of diabetes mellitus. 
It will be seen that close to two thirds of the patients 
who were from 30 to 65 years of age were overweight 
when treatment for diabetes was first begun. Since 
this middle-aged group accounted for 72 per cent of 
the patients, 44 per cent of all the patients treated for 
diabetes were obese and middle aged when they were 
first accepted for treatment. 

These patients had been obese for many years. Gly- 
cosuria was often discovered in a routine examination 
of the urine. Generalized pruritus, pruritus vulvae, 
mild polyuria and polydipsia or visual disturbances often 
caused the patient to seek the physician. Glycosuria 
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may have been discovered several years earlier and 
been ignored without the development of any marked 
symptoms. On the other hand, some of the patients 
had been receiving treatment for diabetes for many 
years. The physical examination revealed no constant 
abnormality other than obesity. Hypertension was 
present in 40 per cent of the cases. Moderate hepatic 
enlargement was noted in 12 per cent. Cataracts were 
not uncommon. 


METHOD OF INVESTIGATION 

We chose for study only those patients who were 
obese, middle aged and spontaneously glycosuric on an 
unrestricted diet. Each subject satisfying these condi- 
tions was fed a standard normal diet (300 Gm. of 
carbohydrate, 80 Gm. of protein and approximately the 
maintenance number of calories) for at least three days 
prior to a standard dextrose tolerance test. The amount 
of dextrose ingested (1.75 Gm. per kilogram) was cal- 
culated on the basis of ideal weight.° If under these 
conditions the response was such that it would be gen- 
erally accepted as indicative of diabetes mellitus, the 
patient was included in the group. 

A number of the patients who conformed to the 
standard diagnostic criteria for diabetes mellitus 
described were studied with regard to their ability to 
oxidize dextrose. The data were obtained by means of 


TasLe 1.—New Cases in Which a Diagnosis of Diabetes Mellitus 
Was Made During 1936 at University Hospital 


Age Number Percentage Percentage Percentage 
Groups, in Each of Total Number of Group of Total 
Years Group Number Obese Number Obese 
0-29 54 14.6 2 3.7 0.5 
30-65 266 71.9 162 61.3 43.8 
Over 50 13.5 19 38.0 5.0 
Totals 370 100.0 183 dake 49.0 


a respiration chamber employing the principle of con- 
tinuous indirect calorimetry by the open circuit method.® 
The patients ate a standard preparatory diet for at least 
three days before the respiratory data were obtained. 
These data were compared with those obtained from 
normal control subjects under identical conditions. 

Having secured these preliminary data while the 
subjects were both obese and glycosuric, we then placed 
them on reduction diets. No other treatment was 
instituted. The carbohydrate of the diet was reduced 
only to the degree made necessary by the restriction of 
calories. Dextrose tolerance tests were repeated during 
the period of weight reduction. These tests were done 
after the standard dietary preparation used for the 
original ones. Some of the patients were unwilling to 
adhere to the diet long enough for us to obtain any 
information. Only those who continued to reduce their 
weight by adherence to the diet were studied further. 
We are at present reporting the results obtained with 
thirty-five such patients. 

The blood sugar was determined by the Benedict 
method? and the urinary nitrogen by the Kjeldahl 


5. We have chosen as the “ideal weight’”’ for all people over 35 years 
of age that weight which, according to the standard weight for height 
tables, is average for people between 30 and 35. Since at this weight 
life expectancy greatest for middle-aged people, we have termed it 


ideal weight. 
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method. Frequent alcohol checks on the respiration 
chamber demonstrated that the method was capable of 
determining over 99 per cent of the gaseous exchange. 


RESULTS 

That the disturbance in the utilization of- carbohy- 
drate from which such patients suffer is intimately 
related to their obesity is shown in table 2. The ability 
to dispose of dextrose normally has returned after 
reduction of weight. Chart 1 shows the composite 
dextrose tolerance curves of twenty-one patients before 
and after weight reduction. Thus far only one patient 
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Chart 1.—Composite dextrose — curves for twenty-one patients 
before and after reduction of weig 


whose weight has been reduced to normal has failed to 
show a completely normal dextrose tolerance curve 
(table 2, last patient). The reduction of weight did, 
however, cause marked improvement in the utilization 
of dextrose by this patient. Several patients who after 


TaBLe 2.—Effect of Reduction of Weight on Disposal 
of Dextrose 


When Obese After Reduction of Weight 
Fasting 1Hr. 2Hr. 3Hr Fasting 1 Hr. 2Hr. 3Hr. 

105 236 256 152 78 126 107 52 
127 303 244 174 93 146 115 59 
168 290 370 302 104 115 90 74 
166 300 344 264 106 153 136 
99 212 216 164 82 156 105 70 
162 202 210 240 71 146 129 50 
124 204 125 v9 86 4 93 60 
161 300 202 178 91 166 87 51 
148 234 282 176 93 156 136 113 
113 212 200 115 73 178 100 77 
73 188 200 97 93 147 110 ot 
115 200 196 196 76 121 109 16 
133 300 236 164 112 149 50 68 
148 314 270 146 pate) 170 93 57 
113 234 200 164 Qs 109 88 59 
119 230 185 102 85 135 107 66 
121 172 192 107 89 117 96 O85 
141 230 202 156 97 139 S4 62 
106 270 252 222 83 154 119 63 
117 238 242 192 92 192 129 58 
504 508 428 lll 192 76 59 
Averages 136 260 O44 183 91 149 104 68 
*124 278 266 lll 87 200 138 $8 


* Only patient showing incomplete recovery after reduction of weight. 


reduction of weight had lost all demonstrable evidence 
of disturbed utilization of carbohydrate gained weight 
against our advice. Table 3 demonstrates the close 
relationship between change in weight and dextrose 
tolerance in one of these patients. The excess weight 
was again lost, with a second return of normal metabo- 
lism of carbohydrate. Table 4 and chart 2 show the 
striking improvement following partial weight loss in 


. M. A, 
Jan. 7, 1939 


the remaining thirteen patients, who are still in the 
process of weight reduction. 

Some of the patients have attained normal dextrose 
tolerance before all the excess weight has been lost. 
The two patients showing the earliest return of a normal 
response had lost 46 per cent and 52 per cent, res 
tively, of the calculated amount of excess weight. 
represented a loss of 35 pourds (16 Kg.) in the former 
and 38 pounds (17 Kg.) in the latter. In contrast to 
these, others who had lost as much as 80 per cent of the 
excess weight, the highest loss amounting to 50 pounds 
(23 Kg.), continued to show some delay in the disposal 
of ingested dextrose. After the loss of the remaining 


his 


Taste 3.—Effect of Recurrent Obesity on Dextrose 
Tolerance Curve 


‘Overweight, 
Percentage Fasting 1 Hr. 2 Hr. 3 Hr. 
45 128 314 322 202 
0 91 140 72 61 
25 119 230 185 102 
0 87 135 107 66 


20 per cent of the excess weight, however, the response 
became normal. Tables 5 and 6 present the data 
obtained by means of the respiration chamber. It is 
evident that the obese hyperglycemic patients are able 
to oxidize dextrose as well as the normal controls. 


COMMENT 

In a preliminary note * we reported that the delayed 
utilization of dextrose in obese middle-aged patients 
could be completely corrected by reduction of weight. 
This observation is extended and amplified in this paper. 
The same favorable response to reduction of weight 
has been obtained recently by John® and by Fetter, 
Durkin and Duncan.'® There should be no doubt then 
that the hyperglycemia and delayed disposal of ingested 
dextrose so prevelant in obese middle-aged people can, 
with few exceptions, be abolished by reduction of 
weight. When the normal weight was established, these 
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hart 2.—Composite dextrose tolerance curves for fourteen patients 
before aa after partial reduction of weight. 


patients maintained normal blood sugar values and 
remained aglycosuric on unrestricted diets. They were 
urged to avoid gain in weight. We have been able to 
show that glycosuria and delayed utilization of dextrose 
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recur when weight is subsequently gained. This abnor- 
mality in utilization of carbohydrate again disappears 
when the excess weight is lost a second time. 

What is the meaning of this diagrammatic relation- 
ship between overweight and faulty metabolism of car- 
bohydrate? Up to the present, all authors have taken 
it for granted that obese glycusuric patients were dia- 
betic in the ordinary sense of the word. It was believed 
that they were suffering from an incurable weakness 
or injury of the mechanism that deals with the utiliza- 
tion of carbohydrate and that the underlying disease 
was merely accentuated by the burden of adiposity. 

If this conception is a true explanation of the facts, 
one would predict that obesity would cause hypergly- 
cemia only in an occasional adult. Just the opposite is 
the case. 

Kisch *! found that about 50 per cent of all markedly 
obese people were glycosuric. Paullin and Sauls,’* 
studying the dextrose tolerance curves of twenty-six 
obese patients without glycosuria and between the ages 
of 16 and 71, found that 58 per cent had abnormally 
high curves. ‘In the group between 30 and 50, 75 per 


Taste 4.—Effect of Partial Reduction of Weight on 
Disposal of Dextrose 


After Partial Reduction 
Wher Obese of Weight 
Fasting iHr. 24Hr. 3Hr. Fasting 1 Hr. 2Hr. 3 Hr. 
174 306 262 152 130 226 166 os 
116 236 260 170 120 184 130 55 
112 202 254 240 96 168 172 145 
278 8374 416 468 242 340 410 364 
242 460 404 308 115 192 234 117 
240 356 410 364 196 364 356 244 
186 344 352 324 112 272 244 107 
150 205 200 266 100 186 166 135 
134 280 284 210 91 216 176 124 
258 352 500 340 124 228 147 
296 446 500 440 122 184 226 222 
152 278 300 278 85 228 167 90 
178 303 287 222 lll 167 141 76 
Averages 196 318 341 291 126 227 210 151 


cent had curves indicative of impaired dextrose toler- 
ance. John** did dextrose tolerance tests on 182 
aglycosuric, obese adults who had come to the clinic 
with various complaints. He found that 65 per cent 
were unable to clear the blood of dextrose in the normal 
length of time. Thus a majority of all obese persons 
show a delayed utilization of ingested dextrose. The 
work of Ogilvie ** seems to answer the question of why 
the other 30 to 40 per cent of obese people exhibit a 
normal response. In a study of sixty-five obese women 
without glycosuria he found that impaired carbohydrate 
tolerance was related to the duration and not to the 
degree of obesity. Tolerance appeared to be unim- 
paired until the obesity had existed for more than eleven 
years. Thereafter tolerance began to diminish. After 
eighteen years of obesity, every woman in the series 
showed a diminution in the tolerance for carbohydrate. 
This finding explains why the incidence of the obesity- 
glycosuria syndrome is so rare in people under the age 
of 30 and increases rapidly from 35 to 55, when it 
reaches its peak. 


in the Elderly, J. A. M. A. @4: 1038 
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The work cited clearly shows that prolonged obesity 
usually results in a delay in the utilization of carbohy- 
drate. If this response to adiposity means that a hidden 
diabetes has been brought to light, then one is forced 
to the conclusion that most adult human beings have 
latent diabetes. Such an assumption is unacceptable. 
We offer a more reasonable explanation of the facts. 


TABLE 5.—O-xidation of Dextrose, Four Hours 


Preparation: 200 Gm. of carbohydrate, 8 days 
Test: 100 Gm. of dextrose 


Carbobydrate Oxidized 
—-+— 
Age, Weight, Over- Percentage of 
Sex Years Kg. weight Gm. Total Calories 
Controls 
fof 22 75 0 49 48 
fot 25 65 —10 54}48 68}55 
fof 55 64 0 42 48 
Middle-Aged Glycosuriec Patients 
65 104 55 59 
Q 50 90 68 49 58 
50 54 
fof 51 81 24 50 63 
fel 43 111 61 40} 35 


The demonstration that the majority of persons in any 
large group respond in a specific manner to a specific 
insult has always been taken to mean that the type 
response of the healthy or normal stock has been dis- 
covered. The majority of adult human beings eventu- 
ally respond to obesity by becoming hyperglycemic. 


TABLE 6.—Ovidation of Dextrose, Four Hours 


Preparation: 300 Gm. of carbohydrate, 3 days 
Test: 60 Gm. of dextrose 


es Carbohydrate Oxidized 
Age, Weight, bs Over- Percentage of 
Sex Years Kg. weight Gm Total Calories 
Controls 
3 25 80 14 a) 35 
55 64 9 50 64 
39 15 12 41}43 42\48 
0 76 10 48 54 
48 60 0 36] 47] 
Middle-Aged Glycosuric Patients 
9 63 64 10 38 49 
58 96 40 57 
4 49 
3 55 83 26 53 59 
119 61 36 32 
This is the type reaction to the irritant. It is the 


normal human reaction to prolonged obesity. When 
the irritant, namely obesity, no longer exists, the hyper- 
glycemia disappears. 

What then is the mechanism of hyperglycemia and 
glycosuria in obese glycosuric persons whose capacity 
to oxidize a normal quantity of dextrose is retained? 
Since in the normal person two major functions, namely 
oxidation of dextrose and deposition of dextrose as 
glycogen, account for the rapid removal of dextrose 
from the blood stream, there appears in the obese 
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glycosuric patient to be a deficiency in the mechanism 
by which glycogen is deposited rapidly in the liver. It 
seems evident therefore that the glycogenic mechanism 
is disturbed by the adiposity. 

As far as is known there are two ways in which 
hepatic deposition of dextrose as glycogen may be 
‘impaired. First, a disturbance in the functional capacity 
of the liver cells themselves to lay down glycogen has 
been produced by the use of hepatotoxic chemicals and 
demonstrated in association with diseases of the liver.’ 
Second, lack of insulin leads to an inability to deposit 
normal quantities of glycogen.in the liver as well as to 
decreased oxidation of dextrose. If one wished to 
develop the latter hypothesis further with regard to the 
cases under consideration, he would be forced to con- 
clude that a mild insulin insufficiency may reduce 
hepatic glycogen retention without at the same: time 
affecting the oxidation of dextrose. If this is true, then 
this is the first demonstration in human beings that lack 
of insulin may adversely affect glycogen storage and 
yet not reduce the ability of the organism to oxidize 
dextrose. There are no facts available, however, that 
lead to the belief that insulin production is reduced by 
obesity. Nor is there evidence that removal of obesity 
increases insulin secretion. 

On the other hand, we*® have shown that hepatic 
glycogenesis, impaired in the presence of normal oxida- 
tion of dextrose in patients suffering from low grade 
infections of the biliary tract, becomes normal when the 
cause of the hepatitis is removed. It therefore seems 
more likely that in the type of patients discussed in this 
paper the abnormal accumulation of fat in the liver 
interferes with its capacity to lay down glycogen at 
the normally rapid rate. : 


CONCLUSIONS 


1. A statistical analysis of spontaneous glycosuria 
associated with delayed disposal of ingested dextrose 
indicates that approximately half of the patients are 
obese. These obese glycosuric patients are, with few 
exceptions, more than 30 years of age. 

2. After the weight of these patients has been reduced 
to normal by simple underfeeding, they remain agly- 
cosuric, do not become hyperglycemic when they are 
placed on maintenance diets containing 300 Gm. of 
carbohydrate and exhibit normal dextrose tolerance 
curves. 

3. There is an occasional exception to this rule, but 
more than 90 per cent of the patients respond in this 
manner. 

4. Recurrence of the obesity is capable of reproducing 
the hyperglycemia and the delayed utilization of dex- 
trose. Subsequent reduction of weight again corrects 
the disturbance in the metabolism of carbohydrate. 

5. It has been demonstrated that the majority of 
persons who have been obese for many years show 
delayed utilization of carbohydrate. Since the majority 
respond in this way to adiposity and again dispose of 
carbohydrate normally when the excessive weight has 
been removed, this phenomenon must be regarded as 
being the type response of the previously normal 
mechanism carbohydrate metabolism to the overload of 
obesity. 

6. It is suggested that the occurrence of the hyper- 
glycemia and glycosuria in such persons depends on the 


15. Conn, J. W.; Newburgh, L. H.; Johnston, Margaret W., and Shel- 
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excessive accumulation of fat in the liver, with a result- 
ing impairment in its capacity to lay down glycogen at 
the normally rapid rate. 

7. The studies described establish a clinical entity in 
which obesity is the principal abnormality and hyper- 
is a secondary 


ABSTRACT OF DISCUSSION 


Dr. BERTNARD SmitH, Los Angeles: Clinically, it is well to 
keep in mind that this obese group, even with the mild degree 


of diabetes, continue to show poor diabetic control with large 


doses of ihsulin so long as they remain obese. They can tolerate 
large doses of insulin without the usual sharp hypoglycemic 
reactions. A report of studies on a small group of these patients 
has recently been given by Duncan and his associates of Phila- 
delphia. In this group of patients the severity of the diabetes 
cannot be measured by the units of insulin taken so long as 
excess body weight is present. The respiratory studies in this 
report are of particular interest’ and are in agreement with 
studies on the respiratory quotient in similar groups of patients 


in indicating that the obese middle-aged person with diabetes of 


mild degree can oxidize dextrose. The diabetic condition must 


be due to a difficulty in glycogen formation and storage. 


Whether this difficulty concerns only hepatic glycogen remains 
a problem. Not all obese persons of middle age are diabetic, 
and not all show dextrose tolerance curves indicative of even 
potential diabetes. The group of patients included in this report 
have been shown to be definitely diabetic while obese. They 
become aglycosuric, with a normal amount of sugar in the blood 
so long as they follow such dietary restrictions as maintain 
an ideal weight. When these restrictions are not followed, loss 
of diabetic control results. The use of the word “cure” may 
subject the authors to some criticism, since the diabetic con- 
dition would appear to be present even with the perfect control 
of weight. This group of obese diabetic persons of middle age 
does not include all patients with diabetes of the insulin-resistant 
type. During my early studies with protamine insulin, sixty- 
two juvenile diabetic persons were under observation, and 
twenty-five of these were definitely of the insulin-resistant group. 
Also, among middle-aged patients with insulin-resistant diabetes 

will be found some who do not come under full diabetic control 
with reduction of body weight. These patients, in whom the 
diabetes appears to be more severe, will still require the help 
of insulin after weight has been reduced. However, the insulin 
requirement after reduction of weight may be small, and the 
diabetes may show more even control than before. It is possible 


that the persons with more severe insulin-resistant diabetes may 


have some defect in oxidation of dextrose as well as the 
decreased ability to store glycogen. 

Dr. J. W..SuHerritt, La Jolla, Calif.: The members are 
indebted to Drs. Newburgh and Conn for calling attention to 
this classification which they have made in diabetes. They have 
described relief from ‘diabetic symptoms in this, type which 
might be classified as the potential or prediabeff€itype. This 
work helps to explain the mildness of this conditiofi-which was 
recognized formerly as the prediabetic type. This differs 
remarkably from the true diabetic as well as the juvenile type, 
in that the patients preserve the ability to oxidize dextrose. 
If the definition of diabetes, that it is a condition in which 
there is failure to utilize dextrose, is to be adhered to carefully, 
then it cannot be said that this type would be classified as 
diabetes. Studies with the respiration chamber show a normal 
ability to oxidize dextrose. The group differ from normal 
persons only in that they are unable to clear their blood in 
normal time. Drs. Newburgh and Conn have demonstrated in 
graphic form the well known factor in diabetic treatment, namely, 
that reduction of body weight or body mass increases ability 
to burn dextrose and carbohydrate tolerance. Certainly they 
have shown that the reduction of obesity is the mechanism 
whereby they obtain normal tolerance curves and the ability 
to metabolize a normal diet. Nevertheless, physicians must 
still be cautious, as these persons probably have an impairment 
of insulogenic function. It is well known that the standard 
carbohydrate tolerance tests of a group of obese persons in the 
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normal population reveal impaired curves in direct relation to 
the duration of obesity. Therefore, before the word “cure” can 
be used in this instance these patients would have to be studied 
several years hence, say ten years, because possibly it is not the 
obesity itself which has produced this decrease in carbohydrate 
tolerance but a deficiency in pancreatic function. One can 
hardly get away from this factor because by permitting these 
persons to become obese again impairment in their carbohydrate 
tolerance can still be demonstrated. It would be well to keep 
in mind that the duration in years may bring about diabetes 
of a more specific character in this group. This contribution 
will be helpful particularly from the insurance angle for the 
group of persons who have been denied insurance in the past. 
It may permit them to obtain insurance to which they are entitled. 


Dr. FraANK N. ALLAN, Boston: Every one will agree with 
the facts presented by Drs. Newburgh and Conn and will feel 
pleased to see these results. Yet I share the opinion that their 
conclusions cannot be accepted without challenge. Can one say 
that diabetes has been cured simply because tests for blood 
sugar made after treatment give negative results? One would 
not say that heart disease is cured when signs of decompensa- 
tion disappear. I think the authors should be asked to report 
the fate of these same persons twenty years from now, or even 
five years from now. It is not uncommon to find that diabetes 
which has become latent will cause trouble later on as a result 
not only of neglect but of the strain of infection or other mis- 
fortune. Can one say that these patients do not have real 
diabetes simply because of inability to demonstrate any change 
in oxidation in the body? The difference may be only a matter 
of degree. Diabetes of only the slightest degree now may become 
so severe as to endanger life later on, particularly if the con- 
dition is aggravated by infection. Let this report be accepted 
as confirming the favorable prognosis which may be expected 
in diabetes associated with obesity. That gives hope and 
encouragement. But the diagnosis of diabetes should not be 
abandoned; this will surely lead to neglect and eventually to 
disastrous results. 

Dr. J. W. Conn, Ann Arbor, Mich.: We were unable in 
the time allotted to discuss some of the points brought up. The 
question that Dr. Smith raised is this: Do all obese middle- 
aged persons have some degree of this disturbance in the metabo- 
lism of carbohydrate? If this disturbance is due to obesity, it 
should be found in all middle-aged obese persons. <A _ large 
number of dextrose tolerance tests done by Kisch, Paullin and 
Sauls and by John indicate that from 60 to 70 per cent of all 
of these apparently normal people without glycosuria have 
lessened dextrose tolerance. The work of Ogilvie seems to 
answer the question of why the other 30 to 40 per cent of obese 
people gave a normal response. He found that impaired toler- 
ance was related to duration rather than to degree of obesity. 
Thus, after eighteen years of obesity every patient in his series 
showed diminished dextrose tolerance. I should like to answer 
Dr. Sherrill’s question regarding the prediabetic state. One 
considers the so-cafied prediabetic state that in which the patient 
shows a diabetic type or a tendency toward a diabetic type of 
dextrose tolerance curve but does not have sufficient rise in the 
sugar content of the blood to cause spontaneous glycosuria. 
Wher a patient has spontaneous «!ycosuria and a diabetic type 
of curve, he is called diabetic. “he obese patients with glyco- 
suria that we have described do not fall into the group con- 
sidered by some to be prediabetic. Our group comes to the 
clinic with heavy glycosuria, a blood sugar value during fast- 
ing as high as 350 mg. per hundred cubic centimeters and a 
dextrose tolerance curve rising as high as 550; and after reduc- 
tion of weight the dextrose tolerance test is normal. After the 
weight becomes normal these patients are not given diets. They 
are told to eat whatever they care to eat, candy, ice cream, 
potatoes and bread. They are simply instructed that they must 
not gain weight. Under this kind of a regimen, these patients 
have remained aglycosuric and have shown normal dextrose 
tolerance for two years thus far. Regardless of all theoretical 
considerations, the fact remains that obese middle-aged persons 
with glycosuria hitherto diagnosed and treated as true diabetes 
mellitus can regain and retain the normal metabolism of carbo- 
hydrate by simple reduction of weight to normal. 
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SPREADING PERITONITIS COMPLI- 
CATING ACUTE PERFORATIVE 
APPENDICITIS 


ROUTINE OPERATIONS VERSUS SCIENTIFIC 
MANAGEMENT 


JOHN O. BOWER, M.D. 
PHILADELPHIA 


Routine defined means any regular course of action 
or procedure adhered to through force of habit. 

Fifty-three years ago Fitz described acute appendi- 
citis, and since then opinions and procedures of sur- 
geons adhered to through force of habit have been 
responsible for the major part of the management of 
patients suffering with this disease and its complications. 
No more striking illustration of this fact can be found 
than what is called the mortality of acute appendicitis. 
During these five decades, thousands of articles have 
been written about it; eminent men who are relied on 
for accurate statements regarding the mortality of the 
disease have used the term, but there is practically no 
mortality from acute appendicitis. One in 183 dies. 
Patients die of peritonitis, not appendicitis. 

Likewise because of force of habit, surgeons have 
not discussed with physicians the problem of spreading 
peritonitis complicating acute appendicitis. Physicians 


Tape 1.—Mortality of Appendicitis and Appendical Peritonitis 


No. of Cases Deaths 


Acute appendicitis... ... ee — lin 188 died 
Acute appendicitis with local peritonitis...... —lin 44 died 
Acute appendicitis with spreading peritonitis 2573 ws —lin 4died 

18,687 “849 —lin 22 died 


know that the mortality of acute appendicitis as reported 
throughout the United States is anything from zero 
to 5 per cent. Do they know that the gross mortality 
of spreading peritonitis is from 27 to 50 per cent? 
According to Hoffman, the average mortality rate of 
appendicitis per hundred thousand in Philadelphia was 
13.4 from 1928 to 1933. During the same period in 
the United States it was 17.1. The average mortality 
of spreading peritonitis in Philadelpnia was 26.97 per 
cent. According to this ratio it must have been at least 
33 per cent throughout the United States. 

Have surgeons told physicians that the surest method 
of reducing the mortality of spreading peritonitis is to 
send to hospitals patients whose appendixes have not 
ruptured 

In Philadelphia, the third largest city in the United 
States, with a population of over two million, a prophy- 
lactic campaign has resulted in a reduction in the num- 
ber of patients with perforated appendixes admitted to 
twenty-eight hospitals, with a corresponding reduction 
in the mortality for appendicitis of from 5.97 to 3.54 per 
cent. Three hundred and sixty-five surgeons have 
managed a gradually diminished number of patients 
with spreading peritonitis, but in the last four years the 
mortality has not been materially reduced. 

Are surgeons and not physicians responsible for this 
situation? Is it significant that during the past fifty 
years the number of articles on acute appendicitis 
published in reputable medical and surgical journals in 
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the United States and England exceeded the number 
on spreading peritonitis by 500 per cent? Would not 
the American Medical Association be justified in sug- 
gesting to the editors that they refuse articles on acute 
appendicitis for publication? Furthermore, would it 
not save time and a great deal of money if all labora- 
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Fig. 1.—Location of forty-six perforated appendixes that were the 
“of spreading peritonitis. 


tories would stop sectioning appendixes? Millions of 
sectionings are done each year, and what good comes 
of them? What do patients die of? Not what is 
seen within the confines of a serous membrane by the 
microscopist and not what is seen at postmortem exami- 
nation by the pathologist, but what is not seen at 
operation by the surgeon. 

Is it true that patients die of what the surgeon does 
not see at operation? Figure 1 shows the location of 
forty-six perforated appendixes that were the cause 


Taste 2.—Comparative Mortality of Appendicitis and 
Spreading Peritonitis 


Spreading 
Appendicitis: Peritonitis: 
Mortality Mortality, 
per 100,000 Percentage 


of spreading peritonitis; in each case the process was 
permitted to localize, the abscess was drained and the 
patient was discharged from the hospital and readmitted 
later when the appendix was removed. With a spread- 
ing process, how much can one actually see with any 
type of incision? 

When an appendix perforates and the reactive 
capacity of the patient is within normal limits, resultant 
gross tissue changes can, for practical purposes, be 
divided according to three zones, a central, a middle and 
a peripheral (fig. 2). In the central zone, part or all 
of the perforated appendix is found, partially or com- 
pletely covered by omentum or by fibrinous or fibrino- 
purulent exudate; in the middle zone the cecum and 
adjacent loops of ileum and omentum, approximated 
and partially covered with plastic exudate, are found, 
and in the peripheral zone the changes are indetermi- 
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nate. The centra! zone and usually part of the middle 
zone are visible. The peripheral zone should not be 
seen. What happens to the patient is determined there 
in the front line trenches, where micro-organismal 
invasion either advances or is checked by processes 
which must not be disturbed. 

The greater the number of explorations of the 
peripheral zone, the higher the mortality. Table 4 
illustrates this point. In twelve hospitals during one 
year, 171 patients with spreading peritonitis were 
operated on an average of fifty-seven hours after the 
onset of symptoms; in 164 cases, or 95.7 per cent, 


TaBLe 3.—Mortality for Appendicitis and Spreading Peritonitis 


Appendicitis Peritonitis 


Perforated, “Admitted, 


Mortality, Mortality, 

Year Percentage Percentage Percentage Percentage 
42.96 5.97 13.54 35.93 
35.84 4.01 15.25 26.27 
35.30 4.39 15.62 24.44 
29.02 3.44 12.80 22.10 
26.25 3.54 12.03 24.61 


the appendix was removed. Of the patients operated 
on, 37.4 per cent died. This table indicates that the 
mortality of spreading peritonitis increases with the 
radius of activity of the surgeon. 

Figure 3 shows what happens when the peripheral 
zone of the spreading processes is explored. Approxi- 
mately 85 per cent of the appendixes were removed 
in this series. The horizontal line represents the day 
of disease. The vertical line represents the percentage 
mortality, which is 20 for the first twenty-four hours ; 
it increases consistently to 36 on the fifth day, drops to 


Fig 2.—The three zones of gross changes in the tissue. 


35 on the sixth, and then to 26 on the seventh day. Of 
the 2,573 patients operated on, 694, or 26.97 per cent, 
died. 

In direct contrast to the results following radical 
surgical intervention are those obtained when immuno- 
logic processes are permitted to develop undisturbed. 

Of 18,687 patients who had acute appendicitis and 
were admitted to the twenty-eight hospitals, 3,855, or 
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20.63 per cent, had a localized abscess and only eighty- 
eight, or 2.28 per cent, died. A majority of the 
eighty-eight died because the localized process was 
markedly disturbed at operation; they died because 
the appendix was searched for or removed; they died 
because a localized process was converted into a spread- 
ing one, they died 
of induced spread- 
ing peritonitis. This 
statement requires 
an explanation. 

In 1928-1929, 
A 1,502 patients were 
operated on and 
3.79 per cent died. 
Reexamination of 
their clinical rec- 
ords showed that, 
while the figures 
were correct, the 
percentage used 
was computed on 
a misinterpretation. 
On the clinical records of over 90 per cent of those 
who died, the cause of death as written by the 
intern was the same as the diagnosis on admission, 
local peritonitis. Patients rarely die of acute appendi- 
citis and they seldom die of local peritonitis ; they die of 
spreading peritonitis. The records showed that after 
operation hyperpyrexia, tachycardia and inflammatory 
ileus developed ; the patients died of induced spreading 
peritonitis. 

The following years show a reduction in the mor- 
tality of local peritonitis from 3.79 per cent to 0.93 per 
cent, or over 400 per cent, because of the fact that 
surgeons had fewer patients to manage and the patients 
admitted with a local abscess which was later converted 
into a spreading process by operation were placed in 
the group where they belonged, that of spreading 
peritonitis. 

Another factor in the low mortality of the localized 
abscess is the result of immune processes, the local 
manifestation of which is the formation of an abscess 
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_ Fig. 3.—Mortality of spreading peritonitis 
in 2,573 cases (from 1928 to 1933), twenty- 
. four hour groups. C, cases; D, deaths. 


Taste 4.—Routine Operations and the Mortality of 
Spreading Peritonitis 


Spreading Peritonitis Average Hours 


~ Appendix Between 
No. of Mortality, Removed, Onset and 
Hospitals Cases Deaths Percentage Percentage Operation 
12 171 O4 37.4 95.7 57 
wall. The experienced surgeon limits his operative 


procedures to its confines; he will not remove an 
appendix that extends beyond or forms a part of 
this wall. 

I wish to call attention to another wall; a wall that 
is thin; a wall that is difficult to see and hence is fre- 
quently disrupted; a wall that encloses a process in 
which the micro-organisms are virulent. I refer to a 
wall formed by omentum and the peritoneal surface of 
contiguous intestine cemented together with plastic 
exudate; this wall forms the outer boundary of the 
localizing process in the center of which is an appendix. 
This process is responsible for 10 per cent of the 
27 per cent mortality of spreading peritonitis in 
Philadelphia. 
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Both the abscess and the localizing process are 
nature’s attempts to cure an infection; the stage of 
immunologic development is the main difference. In 
the localized abscess not only is there a well developed 
wall but the tissues forming the wall and those con- 
tiguous to it have developed an immunity and in a 
large percentage of cases antitoxin is circulating in the 
blood stream. 

In the localizing process the wall of protection is in 
the formative stage, as are local and general immunity. 


Taste 5.—Mortality, Local Peritonitis 


No. of Patients 


Local Peritonitis 
Admitted 


with Acute Number Admitted, Mortality, 

Year Appendicitis Admitted Percentage Percentage 
3,142 618 19.66 1.82 
8,546 572 16.13 0.89 
3,78 538 14.22 0.93 
18,687 3,855 20.63 2.28 


If this localizing process is not disturbed it will develop 
into a localized abscess and the patient will be pro- 
tected by fully developed immune processes, but if it is 
disturbed, if the appendix is removed, in most instances 
spreading peritonitis will be induced and the patient 
has one chance in four instead of one chance in forty- 
four of dying, a difference of 1,100 per cent. 

The appendical abscess in its formative stage—the 
localizing process cannot be successfully managed as if 


Fig. 4.—Localized abscess. 


it were a fully developed abscess—the surgeon, when 
he suspects an early perforation or when he inadver- 
tently encounters one, must think before he proceeds. 
He must substitute for routine procedures a manage- 
ment based on a workable knowledge of immune 
processes ; he must know about antigens and antibodies 
and the part they play in the mortality of appendical 
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peritonitis. Before he separates adherent loops of 
intestine, before he pushes omentum aside, before he 
inserts his finger into a developing abscess, he should 
know that he is injecting into the blood and lymph 
stream a dose of antigen that kills one in every four 
to ten patients. A dose of strychnine for adults is 
0.015 Gm.; the lethal dose is 0.2 Gm. The lethal dose 
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Fig. 5.—Wall formed by omentum and the peritoneal surface of con- 
tiguous intestine cemented together with plastic exudate. 


of the antigen which the surgeon is about to give the 
patient is approximately the same as the lethal dose of 
strychnine ; 0.013 Gm. will kill ten pigeons each weigh- 
ing 350 Gm. 

Figure 6 shows what happens to patients with 
appendical spreading peritonitis who received the lethal 
dose of Clostridium welchii toxin and other bacterial 
antigens. Hyperpyrexia, tachycardia delirium 


TasLe 6.—Standardization of Perfringens Antitoxin Prescribed 
by the National Institute of Health 


0.013 Gm. of Clostridium welchii toxin plus 1 cc. of perfringens (welchii) 
antitoxin 
Incubated forty-five minutes at 37 C. and injeeted into the breast of 
a pigeon should cause death within twenty-four hours 
Weight of pigeon, 350 Gm. 


0.013 Gm. of Clostridium welchii toxin is equivalent to ten minimal! lethal 
doses 


develop and the patient dies. How many patients die 
like this? <A large percentage of the 18,000 who die 
each year in the United States at the average age of 27. 
The patient whose chart is shown in figure 6 received 
three doses of antigen; the first was absorbed from the 
mucous membrane of the serosa-intact appendix, the 
second when the appendix perforated and the third 
when | searched for and removed a leaking appendix, 
the last dose being given when the patient was in the 
so-called negative phase. 

Figure 7 shows what happens when a patient receives 
two doses of antigen but is not operated on in the 
negative phase. This patient received one dose before 
rupture and one at the time of rupture but not the 
third, because I placed the drain down to but not into 
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the localizing process. At the second operation for 
removal, the appendix could not be found; it was com- 
pletely absorbed. 

How do I know that what [ have said about antigens 
is true? Because my associates and I have titrated 
the blood serum of patients who have recovered 
from spreading peritonitis and the peritoneal exudate 
removed from patients having unruptured acutely 
inflamed appendixes. 

In the titration of both serum and exudate the technic 
prescribed by the National Institute of Health was 
carried out at the Mulford Biological Laboratories of 


TasLe 7.—Summary of Experimental Work on the Titration of 
Blood Serum for Clostridium Welchii Antitoxin 


Number Number Ineidence of 
of Showing Antitoxin, 
Patients Antitoxin Percentage 
In normal health................+6- 10 0 0 
Recovered from acute appendicitis 9 2 22.22 
With acute or quiescent  pelvie 
15 7 46.66 
With or recovered from spreading 
peritonitis complicating acute 
perforative appendicitis ........ Be | 24 70.59 
Sharp and Dohme. A 350 Gm. pigeon was given a 


toxin-antitoxin mixture containing 10 minimum lethal 
doses of Clostridium welchii toxin and 1 ce. of anti- 
toxin. This should result in the death of the pigeon 
within twenty-four hours. 

The control pigeons, those that received the toxin- 
antitoxin mixture plus 1 ce. of normal serum, died. 
We then added to this toxin-antitoxin mixture 1 cc. 
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Fig -Clinical chart of a patient who received the lethal dose of Clos- 
wien” welchii toxin and other bacterial antigens. 


of serum from patients who had recovered from acute 
appendicitis ; 22.22 per cent showed the antitoxin of 
Clostridium welchii in their blood serum; with another 
group | cc. of serum from patients who had recovered 
from pelvic peritonitis was added to the toxin-antitoxin 
mixture, and 46.66 per cent showed antitoxin in their 
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serum. Finally we removed the serum from patients 
who had recovered from appendical spreading perito- 
nitis, and antitoxin of Clostridium welchii was present 
in 70.59 per cent. One patient in the last group had 
had spreading peritonitis nineteen years previously. 
We then titrated the peritoneal exudate removed 
from patients suffering with acute appendicitis and 
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Fig. 7.—Climical chart of a patient who received two doses of antigen 
but was not operated on in the negative phase. 


found that this fluid contained antitoxin to the toxin 
of Clostridium welchii in 33.33 per cent of instances. 

The exudate for the first titration test was removed 
from the peritoneal cavity ten and one-half hours after 
the onset of the patient’s second attack of appendical 
colic. It contamed sufficient antitoxin to save the lives 
of three pigeons. The blood serum was then titrated, 


TasLe 8.—Summary of Experimental Work on the Titration of 
Peritoneal Exudate for Clostridium Welchii Antitoxin 


Number Number Incidence of 
of Showing Antitoxin, 
Patients Antitoxin Pereentage 
With acute appendicitis............ 15 5 33.33 
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and it also contained sufficient antitoxin of Clostridium 
welchii toxin to save the lives of three pigeons. 

These and other investigations, reported elsewhere, 
have resulted in a management of appendical spread- 
ing peritonitis which has for its basis the development 
and the preservation of local and general immunity. 
Briefly, it is the Ochsner routine, used until localization 
occurs, the giving of perfringens antitoxin and lyophile 
peritonitis convalescent serum, and the opening of the 
abscess from the roof. 

Table 9 shows the results obtained in the management 
of ninety-eight patients with appendical spreading peri- 
tonitis. Fifty-two of these patients were operated on 
immediately after admission, an average of 54.6 hours 
after onset. In addition to dextrose given intra- 
venously in physiologic solution of sodium chloride, they 
were given 44.73 cc. of perfringens antitoxin intramus- 


cularly. The mortality was 15.39 per cent. In a second 
group, forty-six patients, operation was deferred for 196 
hours. They were given the Ochsner routine before and 
after operation and were given perfringens antitoxin in 
addition to dextrose in saline solution intravenously. 
The mortality for the group of forty-six patients was 
6.52 per cent and for the ninety-eight patients 11.22 
per cent. 

Figure 8 shows the opening of the localized abscess 
from the roof, which is usually done with local anes- 


TasLe 9.—Lavative-Induced Spreading Peritonitis Complicating 
Acute Perforative Appendicitis 


Hours Between 


Number Onset of Perfringens, 
of Symptoms and Average Mortality, 
Patients Operation Dose, Ce. Percentage 
Immediate operation 52 54.60 44.73 15.39 
Delayed operation 46 196.10 44.91 6.52 
os 122.62 44.82 11.22 


thesia. After separating the fascia and muscles, the 
index finger palpates the mass beneath. If it is not 
resilient, one assumes that there is an abscess beneath 
and it is opened. If, however, the mass appears to be 
intestine, palpation is continued, the incision closed and 
a second made over the suspected point of contact of 
the abscess with the peritoneum. 


Fig. 8.—Opening of the localized abscess from the roof. 


The number of patients treated with lyophile perito- 
nitis convalescent serum is not sufficiently large to 
report at this time. 

SUMMARY 

Routine operation as it pertains to the management 
of acute appendicitis and its complications should be 
limited to the nonperforative appendix. When the 
serous coat is intact, it makes no difference whether 
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the inflammation in the tissue beneath is catarrhal, 
suppurative or gangrenous ; only one patient in 183 dies. 
Scientific management based on the development and 
the preservation of local and general immunity should 
be carried out when the serous coat of the appendix 
is ruptured. 
2008 Walnut Street. 


ABSTRACT OF DISCUSSION 


Dr. P. Totten, Los Angeles: My conception of 
the progress of peritonitis following perforation differs some- 
what from that expressed by Dr. Bower. It has been my 
experience that, while deferred operative treatment with a strict 
Ochsner regimen is a valuable procedure, it is not without 
hazard. It is well to remember that removal of the source of 
peritoneal contamination is one of the fundamental requirements 
in the treatment of perforative peritonitis from any source. 
Cases showing evidence of localization with abscess formation 
when first observed are best treated by operation deferred until 
about the seventh or eighth day, when surgical intervention may 
be safely undertaken. This period is early enough to avoid late 
complications. In the case of spreading peritonitis, however, a 
different situation obtains. The condition is progressive and 
it is very difficult to tell with any degree of certainty what 
course the disease will take or how effective expectant treat- 
ment will be in causing a subsidence or localization of the inflam- 
matory process. Furthermore, there are a number of cases in 
which perforation takes place at the appendical base so that 
there is a continuous gross peritoneal soiling, and death will 
ensue from local peritonitis unless the leak is stopped, irrespec- 
tive of the condition of the general peritoneal cavity. In view 
of these considerations and in the absence of evidence of localiza- 
tion or subsidence, granting that the condition of the patient 
permits, I have felt that surgical intervention is indicated after 
a reasonably brief period of observation and preparation. By 
adequate preparation and reduction of the surgical procedure to 
its simplest form, the range of operability may be increased to 
a maximum. Spinal and loca! anesthetics are to be preferred. 
Too much stress cannot be placed on the value of the McBurney 
incision. Placed just medial to the anterior superior iliac spine, 
it permits one to perform the operation practically as an extra- 
peritoneal procedure if there is a tendency toward the formation 
of protective adhesions and if the appendix is readily accessible. 
If the appendix is not accessible, simply incision and drainage 
are indicated. Drainage is accomplished by the use of soft 
rubber tissue Penrose drains inserted along the parietal peri- 
toneum and not between intestinal coils. Placed in this manner 
they will not disturb protective adhesions nor will they act as 
a source of intestinal obstruction. In severe infections the 
wound is closed by suturing the peritoneum loosely about the 
drains. This procedure aids drainage and combats the growth 
of anaerobic organisms. Enterostomy as a primary procedure 
is a life-saving measure in the treatment of intestinal obstruction 
incident to peritonitis and is indicated in cases that are poten- 
tially obstructive. Its use has been largely superseded by the 
Levine tube with suction except in cases that are obviously 
dynamic in character. 

Dr. Davin A. Wutits, Chicago: When a diagnosis of appen- 
dicitis has been established, with the exception of appendical 
abscess or definitely localizing cases past seventy-two hours, I 
have seldom delayed operation for I have too frequently been 
deceived by the pathologic signs in their relation to the symp- 
toms. This seems particularly true in children, in whom the 
localizing ability is distinctly dirv‘nished. It is not surprising 
to discover in the child after a week’s illness a suppurative 
appendix practically unprotected by omentum or adjacent bowel. 
Under such circumstances a ruptured appendix continues to 
pour out virulent organisms with which the peritoneum cannot 
long cope. In my series of cases of ruptured appendicitis the 
mortality rate has been distinctly lower than the average despite 
the fact that over a period of fifteen years I practically always 
closed the abdomen without drainage. I do, however, through 
an approach very close to the anterior superior iliac spine always 
attempt to limit the operation to the central zone. In an 
analysis of the cases of ruptured appendicitis treated by a number 
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of surgeons, it was found that the relation of the age of the 
patient to the mortality rate and the nature of death presented 
features strikingly common to all. Though about 35 per cent 
of the cases of ruptured appendicitis were represented by children 
under 10 years of age, the great majority of deaths resulting 
from this condition occurred in this class of patient. In a series 
of cases of appendical abscess it was found that though chil- 
dren represented approximately one third of the total number 
of cases they actually accounted for nearly all the deaths and 
produced a mortality rate of 40 per cent for their own class. 
Another significant fact was that the manner of death in these 
so-called abscess cases in children was similar to that following 
nondelayed operation for ruptured appendicitis. The child imme- 
diately after develops a rapidly rising temperature and pulse 
and dies within twelve to twenty-four hours with what appears 
to be an acute vasomotor collapse due to acute toxemia. Experi- 
ence indicates two things: first, that the appendical abscess in 
the child may be more apparent than real and as such makes 
questionable the advisability of delayed operation. Second, that 
the child with ruptured appendicitis succumbs quickly to the 
toxin in delayed and nondelayed operation and suggests the 
urgent necessity of a measure to combat the acute toxemia. If 
these observations are correct, then in view of Dr. Bower's 
remarkable success in lowering the mortality rate a slight delay 
for immunizing purposes with a substantial amount of antitoxin 
and lyophile serum in addition to the usual preoperative measures 
may be the course to follow. 


Dr. W. D. Haccarp, Nashville, Tenn.: The prompt opera- 
tion for acute appendicitis in the early hours is ideal: operation 
for spreading peritonitis is often ill advised and yields fright- 
fully high mortalities. Many surgeons are swayed by the general 
feeling among the profession that a patient with appendicitis 
must be operated on whenever he is seen, irrespective of the 
duration and no matter how severe the complications. When 
used as an ironclad indication for operation it is pernicious. 
We are using our poorest surgical judgment in the fear of an 
evil result without operation. Many of us have called attention 
to the fact that the dangerous delayed third, fourth and fifth 
day cases of peritonitis should be delayed for preparation and 
to let nature accomplish her wonderful biologic protection. Tak- 
ing the appendix out in the presence of spreading or generalized 
peritonitis is like rescuing the overturned lamp that has set the 
house on fire. The chemical engine is better. This new anti- 
toxin will be welcomed. This scientific addition is to amplify 
what nature is doing for the patient and will give us something 
to do while anxiously awaiting improvement before operation. 
I have advocated delayed operation in delayed cases of appendi- 
citis for some years. One can open a ten to fourteen day 
appendical abscess practically extraperitoneally and almost all 
the patients will get well. If we intervene before nature has 
partially or completely walled off the process we are interfering 
at a notoriously inopportune time. No wonder our mortality 
is above 25 per cent. Having seen how the unmolested peri- 
toneum encapsulates an acute appendical process and neutralizes 
infections by the antitoxin, local and general, that the patient 
himself manufactures, we shall be greatly heartened to refrain 
from injudicious operation and utilize this new antitoxin against 
micro-organisms that the patient cannot neutralize unaided. We 
should give this antitoxin in the advanced, neglected, delayed 
cases the third, fourth and fifth day, giving every other sup- 
porting and preparatory treatment. I believe the best thing 
Dr. Bower has told us is not to give the third and fatal dose 
of the toxin with the operating finger; give it in a hypodermic. 

Dr. Joun Oscar Bower, Philadelphia: There is a difference 
between individual and hospital mortality. I am sure that most 
surgeons have a very low mortality individually but the mortality 
that I have reported is hospital mortality and there is a great 
difference. The mortality of 365 surgeons in Philadelphia 
operating on 18,000 patients with spreading peritonitis is 27 per 
cent. I know that every man here will say that his individual 
mortality of spreading peritonitis is much lower than that. One 
thing that has been brought out in the discussion is the serious- 
ness of the management of this disease in children. The general 
conception is that one should treat children differently from 
adults. I have not found it so. Children develop antitoxin just 


as adults do and localize in the same way. I put in drains after 
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they have localized, give dextrose and saline solution intra- 
venously and antitoxin or convalescent serum or both. I know 
definitely that 60 per cent of the patients who recover from 
spreading peritonitis have the antitoxin of Clostridium welchii 
in their blood serum. What other antibodies they have I do 
not know. So far as the mortality in the age group is con- 
cerned, the average age of those here today is between 40 and 
50; no matter what type of appendicitis develops, the death rate 
is just about 10 per cent. The mortality between 60 and 70 is 
about 50 per cent. Close without drainage? No, I do not 
believe that is the right thing to do. There are many reasons 
why I believe this is not indicated. Mention was made of the 
removal of the drains. I believe that the drains should be per- 
mitted to remain in seven days at least. I have reviewed many 
cases in which the removal of the drains has converted a localizing 
process into a spreading one. I use the McBurney incision. I 
do not believe that the so-called leaking appendix is hazardous: 
it is not common. It must be remembered finally that patients 
recover from spreading peritonitis just as they do from pneu- 
monia or a cellulitis. They recover because they develop a 
local and general tissue immunity. 


THE ACTION OF MEASURED DOSES 
OF EIGHT HUNDRED KILOVOLT 
ROENTGEN RAYS 


ON CARCINOMA OF THE UTERINE CERVIX 


HENRY SCHMITZ, M.D. 
HERBERT E. SCHMITZ, M.D. 
AND 
JOHN F. SHEEHAN, M.D. 
CHICAGO 


The solution of the problem of adequate control of 
carcinoma of the uterine cervix by irradiation with 
roentgen rays in the region of 800,000 volts comprises 
the study of the clinical aspects of the disease and the 
etiology, the pathology and the sy mptomatology, includ- 
ing the extent of the disease and the action of the 
radiation on the tumor and the cancer cells. The inves- 
tigations reported in this communication are confined to 
the last two factors. It may be assumed that the degree 
of macroscopic and microscopic changes is dependent on 
the dose of radiation. These changes take place during 
treatment and continue for some time afterward until 
arrest of the cancer has or has not been attained. 

The observations to be reported include, therefore : 

1. A consideration of the factors used in the produc- 
tion of the radiation which determine the intensity or 
quality of radiation and the duration in time of the 
application. The dose of radiation is the product of 
intensity and time. 

2. A study of the visible changes taking place in the 
tumor. The desired local reaction is complete absorp- 
tion of the tumor, leading to complete anatomic recovery 
with normal epithelization of the portio. 

3. A study of the microscopic changes occurring in 
the cancer cells. Lysis of all cancer cells and not incar- 
ceration of viable carcinoma cells within dense connec- 
tive tissue should be the goal. 

Therefore, the dose of radiation, the local visible and 
palpable changes in the tumor and the microscopic reac- 
tions in the cancer cells will be discussed. The inves- 
tigations were arranged so that records were kept of 
the dose of radiation applied in the midpelvis, of the 
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local conditions found on examination and of the 
changes seen in the carcinoma cells at stated intervals. 
The duration of treatment was four weeks, and reexami- 
nations were made at eight day intervals during and at 
fifteen or thirty day intervals after treatment. The 
cases were not selected but taken in rotation. There- 
fore, the report represents all clinical groups according 
to the classification established in our institute. 


THE DOSE OF RADIATION 

The favorable results of irradiation depend on many 
factors, such as the histologic index of malignancy, the 
sensitivity or resistance to radiation and the dose of 
radiation applied at the periphery of and within the 
tumor. 

The dose of radiation is the product of the quality 
or intensity of radiation and the duration of applica- 
tion.! The factors used in the production of the roent- 
gen ray determine the quality. They were 800 kilovolt 
maximum obtained from a double pulsating Villard cur- 
rent, a load of 10 milliamperes on the x-ray tube, which 
is rendered gas free by oil vacuum pumps, a water 
cooled tungsten target, a filter equivalent to 10 mm. of 
copper, a focal skin distance of 70 or 86 cm., field sizes 
varying from 10 to 20 square centimeters, and a half 
value layer of 8.2 mm. of copper, corresponding to an 
average wavelength of 0.028 or a minimum wavelength 
of 0.0128 angstrom unit. The output of roentgens per 
minute measured with a thimble chamber was 36 roent- 
gens without and 44 roentgens with backscatter. The 
dose attained at a depth of 10 cm. measured in a bakelite 
fantom is 54.5 per cent of the surface intensity if the 
size of the entrance field is from 300 to 400 square cen- 
timeters. The number of fields whenever practicable 
was two, pubic and sacral. Since more than 90 per 
cent of the patients had an anteroposterior diameter of 
23 cm. or less, it rarely became necessary to use more 
than two fields. The amount of radiation required to 
produce a tolerance skin dose with 800 kilovolt roent- 
gen rays is 4,000 roentgens if applied in ten fractions 
at forty-eight hour intervals. If two fields are used, the 
midpelvic dose is the same as that attained on the skin, 
or about 4,000 roentgens, at the lateral bony pelvic walls 
as well as in the midpelvis. The rate of recovery of the 
tissues after each fractional dose has not been sub- 
tracted. It is not as yet known what the rates of recov- 
ery of the normal in contradistinction to the abnormal 
tissues are. The dose attained within the pelvis after 
seven days was 1,000 roentgens, aiter fourteen days 
2,000, after twenty-one days 3,000 and after twenty- 
eight days 4,000, with backscatter. 


THE LOCAL CHANGES 


The local reactions of a carcinomatous cervix have 
been studied by Farrar,? Neef* and Stewart * among 
others after intracervical insertions of radium and by 
Ewing * after 200 kilovolt roentgen therapy. The reac- 
tions after the application of 800 kilovolt roentgen rays 
are practically the same. Within seven to ten days after 
the beginning of treatment hyperemia and _ capillary 
injection of the surface around the growth are seen. 
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During the second week a whitish pseudomembrane 
covers the cervix, and after twenty-eight days necrosis 
appears leading to a blackish green discoloration of the 
bed of the growth. During the sixth to eighth week 
the necrotic tissue separates and is cast off, leaving a 
granulating surface. This is followed by epithelization 


Fig. 1 (case 14).—Transitional cell carcinoma after irradiation with 
300 roentgens. Comparison with pretreatment biopsy specimen revealed 
only mild swelling of nuclei and cytoplasm. (Slightly reduced from a 
photomicrograph with a magnification of 500 diameters.) All photo- 
micrographs in this paper were made with the same magnification. Any 
change in the cellular or nuclear size is real and not the result of change 
in magnification. 


when the prognosis is favorable and by persistence of 
granulation or friability of tissue when it is unfavorable. 
Biopsy alone can tell whether one is dealing with radia- 
tion necrosis, arrest of the growth of the tumor cells or 
recurrence or continuation of the primary carcinoma. 
Recurrence or persistence of the primary carcinoma 
means retreatment by irradiation. We prefer to use 
radium filtered with 2 mm. of lead and 1 mm. of alumi- 
num or with 1 mm. of platinum. The dose should be 
1,500 mg. element hours, repeated once or twice at 
intervals of eight days. 


THE MICROSCOPIC CHANGES 

Studies of microscopic changes in cancer cells due to 
radiation have been reported by Degrais and Bellot,® 
Schottlander,’?’ Schmitz,* Alter,? Frankl and Amreich,?° 
Neef * and Englmann *"? among others. The conclusions 
with regard to the significance of such changes, of 
course, vary. They should be based on the histologic 
index of malignancy, the grade of sensitivity or resis- 
tance to radiation and the dose of radiation. Inade- 
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quate doses may stun the cancer cells temporarily ; 
adequate doses cause lysis of all tumor cells; over- 
adequate doses may lead to temporary or permanent 
radiation necrosis. 

The study of the microscopic changes due to 800 kilo- 
volt roentgen irradiation was made from biopsy material. 
Tissue was removed before the onset of treatment and 
thereafter every seven days, corresponding to tumor 
doses of about 1,000, 2,000, 3,000 and 4,000 roentgens. 
Thereafter, tissue was obtained at each follow-up exami- 
nation, namely every fourteen days for the following 
three months. If epithelization or healing had ensued, 
the cancer was considered arrested. If granulation or 
friable tissue persisted, the biopsy would contribute to 
the diagnosis either of harmless granulations enclosing 
normal epithelial cells or of persistence or recurrence 
of the cancer. The biopsy specimens were obtained 
with a punch without the use of the cautery. They 
were spherical and approximately 4 mm. in diameter. 
All specimens after the inception of treatment were 
fixed in Bouin’s fluid and stained with hematoxylin 
and eosin. 

Of the original twenty-five patients chosen for this 
study, eleven were discarded, some because they failed 
to cooperate, others because there was some question 
about the accuracy of the pathologic diagnosis made 
before admission to this clinic. The diagnoses for the 
remaining fourteen were as follows: transitional cell 
carcinoma for nine (three of these showed a few corni- 
fied cells and four others a few spindle cells) ; spinal 
cell carcinoma with cornification for three (two of these 
showed a mantle of transitional cells near the stroma, 
surrounding the spinal and cornified cells) ; spindle cell 


with about 4,000 
roentgens. Many bizarre nuclear forms are present; pyknosis is marked. 
bn reduced from a photomicrograph with a magnification of 500 
iamete 


Fig. 2 (case 14).—Section removed after irradiation 


carcinoma for one (a few transitional cells were inter- 
mixed with the spindle cells), and adenocarcinoma of 
colloid type for one. 

The changes noted in the carcinomas included (1) 
swelling of the cytoplasm and nuclei of the tumor cells, 
the cytoplasm staining palely basophilic and the nuclei 
becoming more vesicular with accentuation of the 
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nucleoli; (2) loss of regularity in the pattern of the 
tumor, with increasingly great variation in size, shape, 
structure and staining qualities of the nuclei; (3) 
increasing cornification in the masses of tumor cells 
predisposed to cornification; (4) relative increase in 
abnormal mitoses and increase in the number of cell 


‘Fig. 3 (case 14).—Section removed one week after completion of treat- 
ment (from 4,000 to 4,500 roentgens). Few tumor cells are present. 
The stroma is increased and the nuclei are enormous. There is marked 
irregularity of the nuclear contours, and the nuclei are markedly hyper- 
chromatic and pyknotic. A nucleus in the lower left portion of field 
persists as a basophilic smudge. Fine vacuolation of the cytoplasm is 
present in one cell. (Slightly reduced from a photomicrograph with a 
magnification of 500 diameters.) 


monsters, 1. e., cells with giant hyperchromatic nuclei 
or multiple nuclei; (5) obliteration of the boundaries 
of cells; (6) bizarre nuclear forms, with irregularities 
of the nuclear membranes; (7) karyolvysis, particularly 
marked in cells with palely basophilic, swollen cyto- 
plasm; (8) pyknosis, most marked in cells with giant 
hyperchromatic nuclei and rather deeply eosinophilic 
cytoplasm; (9) neutrophilic infiltration in partially or 
completely cornified masses of cells; (10) foreign body 
giant cells in apposition to masses of keratin; (11) fine 
and coarse vacuolation of the tumor cells, and (12) 
decrease in the size of sheets of tumor, with relative 
increase in the amount of stroma. 

The changes in the fibromuscular coat of the cervix 
included (1) surface ulceration with necrosis and 
neutrophilic infiltration; (2) a zone of edema beneath 
this layer, with swelling of capillary endothelium and 
granulations; (3) swelling of collagen and ultimate 
hyalinization, often most marked around capillaries and 
arterioles, particularly in the deeper tissues; (4) 
necrosis of the capillary endothelium and the walls of 
the arterioles with thromboses, noted only at the margin 
of the necrotic surface; (5) swelling of collagen and 
hyalinization in the subendothelial tissues of the walls 
of the small arteries, with narrowing or occlusion of 
the lumens and rarely with thrombosis, more marked 
in the deeper vessels, and (6) atrophy of smooth muscle. 

In the noncancerous cervical epithelium edema, 
vesiculation and desquamation of the stratified squamous 
epithelium were noted. Relatively little variation in the 
columnar epithelium was encountered. 
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The changes just enumerated showed a certain 
sequence in response to increasing doses of radiation. 
To make these more intelligible, a distinction must be 
drawn between cells with little or no tendency toward 
cornification and those with such potentialities. In the 
first group (group 1 cells) are included the spindle 
cells, the bulk of transitional cells and some of the spinal 
cells, notably those peripherally located in the sheets of 
tumor, i. e. near the stroma. The second group (group 
2 cells) comprises partially cornified cells and the spinal 
cells near cornified cells. Some transitional cells prob- 
ably should be included here, as our observations seem 
to indicate direct cornification of some transitional cells 
without previous conversion into spinal cells. In gen- 
eral it may be said that cells of the first group, under 
the influence of increasing doses of radiation, have a 
tendency to assume either of two forms: (1) that of 
markedly swollen cells with palely basophilic cytoplasm, 
at times finely vacuolated, and with single large vesic- 
ular nuclei or multiple small nuclei showing a trend 
toward karyolysis, and (2) that of large, even enormous 
cells, with giant hyperchromatic nuclei and rather dense 
eosinophilic cytoplasm, showing little vacuolation, the 
nuclei tending definitely to become pyknotic. These will 
be referred to hereafter as the large palely basophilic 
type and the large eosinophilic type, respectively. 

The cells of the second group (prone to cornification ) 
assume two main forms: (1) that of small cells with 
single or multiple bright red intracytoplasmic masses, 
apparently coraposed of keratin, and with small, dis- 
torted, compressed and even pyknotic single nuclei, 
and (2) that of larger cornified plates. Hereafter these 
will be combined under the term “cornified cells.” 


(case 22).—Transitional cell carcinoma after irradiation with 
The general pattern of an untreated tumor has been 


Fig. 4 
1,000 roentgens. 
retained. Comparison with the pretreatment biopsy specimen revealed only 
moderate uniform swelling of the cytoplasm and nuclei. (Slightly reduced 
from a photomicrograph with a magnification of 500 diameters.) 


By the end of the first week of therapy (after about 
1,000 roentgens) the most notable change was rather 
uniform moderate swelling of the cytoplasm and nuclei 
of the tumor cells of group 1. The swollen cells had a 
palely basophilic, finely reticulated cytoplasm, and their 
nuclei showed some vesiculation with accentuation of 
the nucleoli. The nuclear dimensions had increased 
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by 10 microns to 10 by 13 
microns in one case, and from 7 by 13 to 13 by 19 
microns in two others. Scattered larger nuclei, about 
13 by 26 microns, were noted; these were more numer- 
ous than at pretreatment biopsy. Group 2 cells showed 
increasing cornification. Neutrophilic infiltration was 
noted in certain groups of cornified cells. 

By the end of the second week (after about 2,000 
roentgens, a more marked effect was evident. Much 
of the regularity in the pattern of the untreated tumor 
had been lost. In tumors with group 1 cells (not 
readily cornified) more marked variations in size, shape 
and staining qualities of the nuclei were noted. Numer- 
ous cells of the large eosinophilic type with enlarged 
nucleoli were noted. Some of these were pyknotic. 
However, the large palely base philic type predominated. 
Fine vacuolation of the cytoplasm and fading of the 
nuclei were noted in many of these. In tumors com- 


from an average of 6.5 


Fig. 5 (case 22).—Section removed after irradiation with about 3,000 
roentgens. The swelling is more marked than in a section removed after 
2,000 roentgens. There are more bizarre nuclear forms, An enormous 
multinucleated cell can be seen in the lower right portion of the field. 
Note the vageeneion of the cytoplasm, neutrophilic infiltration, karyolysis 
and pyknosis. slightly reduced from a photomicrograph with a mag- 
nification of 500 ‘diamete “rs.) 


posed of group 2 cells (readily cornified) the corni- 
fication of the central cells in the tumor masses had 
progressed at the expense of the mantle layer of spinal 
and transitional cells around them. In this mantle 
layer the changes noted at this stage in group 1 cells 
had occurred. 

By the end of the third week (after about 3,000 
roentgens ) the sheets of tumor cells were smaller than 
before and the cytoplasm and nuclear boundaries more 
irregular, poorly defined or even indistinguishable. In 
tumors with group 1 cells, swelling seemed to have 
reached or to have passed its peak. More bizarre 
nuclear forms were noted. Some of these tumors were 
composed now only of cells of the large eosinophilic 
type, and pyknosis and nuclear lobulation were much 
more prevalent. In other tumors of this type, how- 
ever, the large palely basophilic type was in the ascen- 
dency, with karyolysis and particularly multinucleation 
prominent features. Clusters of small nuclei, number- 
ing as many as fifteen or twenty to a single cell, could 
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be observed. Vacuolation of the cytoplasm was rather 
marked. In tumors with group 2 cells cornification 
was much more extensive, some nests of tumor cells 
being completely cornified. The few transitional cells 
and spinal cells which persisted as a poorly defined 
mantle around some cornified cells showed changes 
described at this stage for group 1 cells. 

By the end of the fourth week after the onset of 
treatment (after about 4,000 roentgens ) the qualitative 
changes in group 1 (noncornifying cells) were about 
the same as at the end of the third week, but quantita- 
tively more cells of the large eosinophilic type were 
noted; and in these there was greater irregularity in 
the shape and outlines of the nuclei. Pyknosis in these 
was much more pronounced. Some of these giant 
nuclei, robbed of cytoplasm, persisted as large baso- 
philic smudges. However, the large palely basophilic 
cells were also in evidence. Karyolysis in these was 
much more marked, some of the cells having lost their 
nuclei entirely. Particularly large nuclear forms were 
found, a few reaching a size of 30 by 75 microns. The 
largest —. measured 45 by 102 microns. In tumors 
with group 2 (cornifying ) cells almost all the cells were 
cornified, and foreign body giant cells were noted in 
apposition. The compactness and large size of the 
sheets of tumor cells in the untreated tumor disap- 
peared ; only small masses of tumor cells remained. 

The summary just given represents general trends. 
Our biopsy material included only the superficial por- 
tions of the tumors close to the surface necrosis pro- 
duced by radiation. Furthermore, the changes in every 
tumor were not as uniform as the summary might 
indicate. In one case a definite deviation was noted in 
a biopsy specimen taken at the end of the third week 
of therapy. Near the necrotic surface the large eosin- 
ophilic type predominated; about 1 mm. deeper the 
large palely basophilic type was in the ascendency. Two 
millimeters deeper, tumor resembling that in the pre- 
treatment biopsy specimen and showing but little effect 
of radiation was noted. 

Many of the cases included in this investigation were 
followed by biopsy for several months after the com- 
pletion of treatment. In four cases no tumor was noted 
even thirteen weeks after cessation of therapy. In two 
of these the tumor had disappeared by the end of the 
second week of roentgen therapy. In other cases the 
tumor persisted and the previously listed effects of 
radiation on tumor cells were noted as long as five weeks 
after the completion of treatment but no definite recur- 
rence was in evidence. In seven cases, however, there 
was definite recurrence, in some cases as early as two 
weeks after completion of therapy. The reappearing 
tumor showed the features observed at pretreatment 
biopsy. No effects of radiation were present. In these 
cases radium therapy was subsequently given. 

The one adenocarcinoma of the cervix in this series 
was of the mucous gland type. Before therapy the 
glands were lined for the most part with tall columnar 
cells. Flattened cells were also noted. The changes in 
these cells included those listed previously for group 1 
cells but were milder. Swelling of cells and nuclei, the 
disappearance of cellular boundaries, the appearance of 
eosinophilic cells with large pyknotic nuclei and paler 
cells showing some karyolysis and finally the complete 
loss of much of the epithelial lining of the gland spaces 
were noted. The few remaining cells were notably 
damaged. The mucus in the gland spaces seemed to 
become denser as irradiation continued. 
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No definite sequence was noted in the changes in the 
fibromuscular tissues of the cervix or in the noncan- 
cerous cervical epithelium. Swelling of collagen, most 
marked around capillaries or in walls of arterioles, was 
noted by the end of the first week of therapy. The 
changes in the subendothelial tissues in the walls of 
small arteries were most pronounced by the end of the 
third week, although noted as early as the end of the 
first week. These changes were not particularly severe. 
Edema and vesiculation of the epithelium were also 
noted by the end of the first week but were not con- 
stant features.’” 

No prognostic significance could be attached to the 
presence of numerous eosinophils in the inflammatory 
exudate in the tumors included in this series. In two 
cases, in which their presence was a rather prominent 
feature, the carcinoma had disappeared by the end of 
the second week of therapy. However, in some cases 
in which the carcinoma persisted or recurred, eosin- 
ophils were also in evidence, particularly in one case in 
which recurrence and even invasion of the broad liga- 
ments were noted shortly after completion of therapy. 

In another series of cases clinical observations unsup- 
ported by microscopic examination of biopsy specimens 
after completion of therapy established a rate of four 
vear clinical cure of 50 per cent with the same therapy 
used in this investigation. In the present series, 
checked by repeated biopsy, the absolute disappearance 
of carcinoma was noted in four cases (about 25 per 
cent). In seven cases (30 per cent) definite recurrence 
was noted. Degenerated tumor cells were still present 
in the remaining three cases. The cases, however, have 
not been followed for a sufficient length of time to deter- 
mine whether the degenerative changes are an omen 
of ultimate complete disappearance. The clinical 
results of a 350 per cent arrest of cervical cancer after 
four years might support such a hypothesis.'* These 
studies will be continued in an endeavor to determine 
this point, as well as the value of repeated biopsies. 


SUMMARY 

The gross and microscopic changes occurring in a 
series of fourteen carcinomas of the uterine cervix when 
subjected to kilovolt roentgen therapy were 
observed. 

A pronounced action of these rays on carcinoma 
cells with a relatively mild effect on the normal tissues 
Was noted. 

The significance of persisting, though markedly 
degenerated, tumor cells weeks after completion of 
treatment cannot be appraised at this time. Further 
studies may clarify the matter. It might be assumed 
that these cells remain inert from the fact that 50 per 
cent of growths treated more than four years ago have 
become. clinically arrested. 

The value of repeated biopsies after the completion 
of therapy, as used in this investigation, cannot be suff- 
ciently well appraised at this time. 

Biopsies at stated intervals coinciding with the appli- 
cation of known tumor doses may aid in the recogui- 
tion of growths which have been irradiated inadequately. 
Such growths should then be retreated with the object 
of increasing the good clinical end results. 


12. Morton, Daniel G.: The Persistence of Carcinoma in the Cervix 
Uteri after Irradiation, Am. J. Roentgenol, 29: 487 (April) 1933. 

13. Schmitz, Henry; Schmitz, Herbert E., and Sheehan, J. F.:  Clini- 
cal Observations on the Treatment of Primary Carcinomata of the Cervix 
with 800 kv. Roentgen Rays, Am. J. Obst. & Gynec. 385:405 (March) 
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ABSTRACT OF DISCUSSION 


Dr. Dante G. Morton, San Francisco: I have examined 
microscopically sections from the cervices of numerous patients 
first irradiated and later operated on. In the majority the 
Memorial Hospital technic was used; occasionally this was 
supplemented by roentgen therapy. As the operations were 
performed at varying periods after the irradiation, it was pos- 
sible to observe the effect of time. The changes produced by 
800 kilovolt irradiations are qualitatively similar to those pro- 
duced by radium but appear to be slower in developing, as 
pronounced effects are demonstrable after radium within fourteen 
to twenty-one days. The persistence of cancer cells in many 
of the cervices after full irradiation occurs after radium also in 
about half the cases. When these cells are degenerate forms 
their significance is difficult to assay. Such cells niay be dying, 
dead or merely injured. The persistence of cancer in the cervix 
after full irradiation emphasizes that irradiation cannot yet be 
trusted to destroy all local cancer. This applies to both radium 
and x-rays. These pathologic changes also explain the fact 
of frequent local recurrences, even in early cases, examples of 
which I have noted repeatedly. The immediate gross reaction 
to irradiation is often deceptive. Good surface healing may 
occur but is not necessarily indicative of cure, as cancer often 
persists in the tissue depths in spite of good surface response. 
This occurred in many of our specimens and taught us that a 
prognosis could not be made on this basis. I can see no advan- 
tage in excluding radium from the treatment of cervical cancer, 
I have learned that the field of effectiveness of radium is limited, 
yet within its field the destructive effect on cancer is definite 
and valuable. It seems clear that high voltage radiations should 
also be used, as they appear to be capable of reaching and 
killing cancer cells in regions of the pelvis inaccessible to radium. 
At the University of California Hospital the percentage of five 
year survivors after irradiation has been almost doubled since 
the addition of 200 kilovolt therapy. Following Taussig’s work 
we have been removing the regional glands in certain borderline 
cases in which irradiation had been done previously. Some of 
our patients have received roentgen therapy preoperatively and 
some have not. Eventually it should be possible to demonstrate 
a difference in the incidetice of involved glands in the two groups 
if the x-rays are in fact capable of destroying cancer in these 
locations, as most of us believe that they do. 


Dr. Ropert R. NEWELL, San Francisco: Knowledge of the 
usefulness of supervoltage falls in three categories, namely 
physical tissue dose at surface and in the depth, reaction of 
cells and tissues to these doses, and response of tumors. Theory 
and measurement have made it clear that the physical depth 
dose is better when high voltages are used. Expressed in per- 
centage the superiority of supervoltage is not very great, but it 
is real and for thick parts, like a pelvis, especially a fat woman's 
pelvis, it is undoubtedly of clinical importance. Evaluation of 
superiority in clinical results by going to supervoltages is not 
easy to establish as firmly as the physical measurements. The 
authors have already contributed to our knowledge in_ this 
category. The present paper concerns the second category, 
tissue reactions attained by supervoltage. It is a striking experi- 
ence to see radiation-reactions in the cervix produced by external 
irradiation similar to what we have previously known ouly by 
local irradiation or radium. In our own clinic, using 350 kilovolt 
x-rays filtered to give a half value layer of 5 mm. of copper, 
my associates and I have succeeded in attaining roentgen reac- 
tions qualitatively but not quantitatively similar to what we 
look on as essential for the cure of epidermoid cancer in the 
mouth or on the face. In fact, we know that it is not today 
possible, even with a million volts, to get by external irradia- 
tion tissue doses in the uterine cervix even a third as large as 
what we consider standard practice with radium. It would still 
seem necessary to add local irradiation (radium or Chaoul) to 
the cervix itself. Now the advantage of external irradiation is 
that it has filled the whole pelvis with therapeutic reaction, of 
which the authors are reporting samples from the cervix. This 
fills in the defect in radium treatment to the cervix—I mean, 
the dicouraging insufficiency of tissue dose in the parametria. 
In those widespread cases of cervical cancer which we classify 
as groups 3 and 4, one might well rest one’s therapy just with 
external irradiation, But if one has any hope that the cancer 
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is confined within a couple of centimeters of the cervix, then 
I would think one ought to use radium too. And if four weeks 
of x-ray cross-fire has at all shrunk the cancer, so much the 
better chance that it is now all within reach of the radium. 

Dr. L. H. Gartanp, San Francisco: It has been my privilege 
for some years to observe the end results on patients treated 
with supervoltage roentgen irradiation at the San Francisco 
Hospital. We do not have a supervoltage unit at that institu- 
tion but receive patients from the other institutions in the city, 
two of which have supervoltage units. It is generally agreed 
among careful observers that equal doses of 200 kilovolt radia- 
tion and 1,000 kilovolt radiation produce identical changes. 
Supervoltage therapy has no magic except that the large output 
of supervoltage machines permits the therapist to apply it more 
efficiently to some deep-seated lesions. It is my impression that 
carcinomas of the uterine cervix, whether treated with ortho- 
voltage or supervoltage, always need additional radium irradia- 
tion for cure. In his discussion Dr. Morton made one statement 
which must be challenged, and that is that viable cancer cells 
persist in the cervix in 50 per cent of patients treated with 
radium, immediately after the end of treatment. Dr. Morton is 
referring to cases inadequately treated with radium, that is to 
say, treated with about 3,500 milligram hours of radium. It 
has been demonstrated by Heyman, Regaud and others that the 
great majority of cases of carcinoma of the cervix need between 
7,000 and 10,000 milligram hours of radium for cure. They 
need such a dosage whether the filtration is 2 mm. of brass or 
1 mm. of platinum. Following such dosage, suitably spaced, 
only a small number of cases will fail to show significant local 
destruction of cancer immediately at the end of treatment. 
Whether one treats cancer of the cervix by irradiation or by 
surgery, it is not the size of the x-ray machine or the sharpness 
of the surgeon’s knife that enables one to cure the cancer; it is 
the skill and judgment of the physician in radical therapy. It 
is the voltage of the physician's brain and not of the machine 
which helps to cure the condition. 


Dr. Morton: In remarking that cancer persisted in 50 per 
cent of cervices previously completely irradiated, I was referring 
to a number of cases in which radium irradiation was carried 
out and later followed by the Wertheim operation. The radium 
technic which we have been and still are following at present 
is that in use at the Memorial Hospital in New York and 
involves the use of a basic dose of 4,500 millicurie hours. This 
may be supplemented according to circumstances. In the major- 
ity of our cases, the radium dosage was in the neighborhood 
of 4,500 millicurie hours; in a few it was less, and in a few, 
more. The matter of correct or sufficient dosage remains as 
yet an unsettled question. The percentage of actual gamma 
rays which arrive in the tissues depends to some extent on the 
amount of screening. The screening of those employing the 
higher dosages is much greater than that which we have used, 
and therefore comparisons expressed in so many millicurie hours 
are not possible. 

Dr. Henry Scumitz, Chicago: The questions arising in 
radiation therapy are from a physical and biolosic standpoint 
so intricate that it is an impossibility to answer them by general 
statements. In 1915 at a meeting of the American Medical 
Association in San Francisco I presented one of the first papers 
written in this country on the influence of radium on carcinoma 
cells in the uterine cervix, and we have been interested in this 
work ever since. The distribution of radiation intensity from 
radium is so diffused and decreases so rapidly from the source 
of the irradiation that one is at a disadvantage from the very 
beginning when one has to treat a large area. The second 
important point is the radiation dose. One cannot compare a 
group of cases which have been adequately treated by such 
amounts of radiation that would kill or degenerate the cancer 
with those groups of cases which have been treated with com- 
paratively very small inadequate doses. And no matter how 
one may try either by radium or by 200 kilovolts, extending the 
tolerance dose by using interstitial radiation, one will not be 
able to produce or send into the true pelvis such enormous doses 
of homogeneous radiation intensities as one can with higher 
voltage. I would not wish to say that the curative results from 
supervoltage are eventually going to be better or that it is worth 
while to go to the enormous expense and worry if the same results 
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could be attained with the combination treatment of radium and 
200 kilovolt x-rays. One must remember, reviewing the large 
amount of material that has been accumulated in the surgical 
and radiologic treatment of carcinoma of the cervix, that the 
five year absolute good end results from surgical treatment are 
probably from 20 to 25 per cent, and the absolute five year good 
end results from the treatment of carcinoma of the cervix with 
radium are probably 25 per cent or somewhat higher. If we 
can increase these end results to 35 per cent or 40 per cent (and 
some Europeans are now reporting 35 and 40 per cent nye vear 
cures) and if Wwe can do this by the introduction of supervoltage 
which gives a better distribution of an adequate, homogeneous 
dose, then we shall have to find ways to install supervoltage 
transformers. 


ULCERATIVE GASTRITIS AND 
RESIDUAL LESIONS 


H. E. ROBERTSON, M.D. 
ROCHESTER, MINN. 


One who is interested in the subject and who peruses 
the voluminous writings on chronic gastritis may be 
struck by the thought that for a matter in which the 
clinical manifestations are fairly definite and the patho- 
logic characters are readily observable and easily cata- 
logued there is a curious excess of speculation, arbitrary 
conclusions and disturbing contradictions. 

Even Henning,’ whose treatise covers most of the 
important observations which have been made concern- 
ing chronic gastritis, leaves one with a sense of futility, 
if any effort is made to harmonize signs and symptoms 
with the pathologic pictures which he so graphically 
presents. 

Perhaps it is fortunate for me that I am not directly 
concerned with the clinical phases of this question. But 
I have studied these sufficiently to realize their exceed- 
ingly great complexities and to appreciate the reason for 
so much comparatively fruitless writing about them. 
Furthermore, I am convinced that any attempt to corre- 
late clinical phenomena with a given set of pathologic 
conditions is foredoomed to failure, for at one time a 
particular group of lesions may account for one fairly 
definite clinical picture and at another time or in another 
person an entirely different collection of symptoms or 
none at all may result, as far as can be observed, from 
identical pathologic alterations. 

The stomach represents a very complex physiologic 
mechanism affected almost as frequently and as 
severely by extrinsic as by intrinsic factors. When an 
extrinsic influence, such as a lesion in the brain or a 
severe anemia, upsets this mechanism the resulting dis- 
turbances may in turn bring about local changes which 
further complicate the clinical picture. 

But these perplexities are for my colleagues in clin- 
ical medicine to solve. My present concern is in my 
own field of pathologic anatomy, where some observa- 
tions and deductions from these may serve to clarify 
somewhat the fundamental factors which produce such 
diverse lesions in the stomach. 

It is well, here, to consider some of the peculiar ana- 
tomic features of the gastric mucosa. If one injects 
the arterial trunk with any substance which permits 
the capillaries to be visualized, they will appear in the 
mucous membrane as an extremely thick network so 


From the Section on Pathologic Anatomy, the Mayo Clinic. 

Read before the Section on Pathology and Physiology at the Eighty- 
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numerous that by dilating them with india ink one will - 


see that the surface resembles a solid mass of this black 
substance. Whenever, for any reason, an abnormal 
congestion of these capillaries occurs, one receives the 
same impression of a tremendously rich capillary blood 
supply to the entire mucosa. In ordinary microscopic 
preparations, even of freshly preserved normal stom- 
achs, these capillaries are but inadequately seen, but 
their importance in the interpretation of many lesions 
in the stomach cannot be overestimated. 

This importance is emphasized by the fact that in 
the otherwise perfectly normal stomach the most fre- 
quent pathologic change is hemorrhage in the super- 
ficial layers of the mucosa (fig. 1). Apparently 
whenever congestion of the capillary network occurs, 
even with the normal physiologic stimuli of digestion, 
a slight overdistention in any local area may bring 
about a rupture of one or more capillary loops. Many 
of the causes of these hemorrhages are well known. 
Excesses of food or drink, abnormal congestions, 
poisons of many kinds, local infections, mental dis- 
turbances, fevers and anemias are but a few of the 
conditions in which gastric hemorrhages have been 
observed. As soon as the hemorrhage occurs, necrosis 
of the involved part is an inevitable result. This necro- 
sis is promptly digested and leaves an ulcer, which 
ordinarily is promptly repaired with complete restora- 
tion of the integrity of the mucosa. In most instances 
probably the entire process is without a single discover- 
able clinical sign or symptom, unless perchance the 
modern science of gastroscopy may reveal these 
comparatively silent “hemorrhage-necrosis-ulcer” syn- 
dromes. 

These lesions have been directly studied, among 
others, by William Beaumont? in the stomach of his 
noted patient Alexis St. Martin. Some of his observa- 


Fig. 1.—Hemorrhage in the superficial layers of the gastric mucosa; 
stained with hematoxylin and eosin; slightly reduced from a_ photo- 
micrograph with a magnification of 25 diameters. 


tions and conclusions deserve direct quotation. On 
page 99 he said: 


In . . . undue excitement, by stimulating liquors, over- 
loading the stomach with food—fear, anger or whatever 
depresses .or disturbs the nervous system—the villous coat 
becomes somewhat red and dry. There are sometimes 
found, on the internal coat of the stomach eruptions or deep 
red pimples at first sharp pointed and red, but fre- 
quently becoming filled with white purulent matter. 
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Again, on page 252, there was the following report: 


August 3, 7 o’clock a. m. Inner membrane of stomach 
unusually morbid—the erythematous appearance more extensive 
and spots more livid than usual; from the surface of which, 
exuded small drops of grumous blood. . . Notwithstand- 
ing this diseased appearance of the stomach no very essential 


Fig. 2.—-Residual lymphocytes in the mucosa of the stomach; stained 
with hematoxylin and eosin (77). 
aberration of its functions was manifested. Aug. 6, 
8 o'clock a. m. Stomach empty, coats clean and healthy as 
usual. 


Further, on page 254, he said: 


Diseased appearances, similar to those mentioned above, have 
frequently presented themselves, in the course of my experi- 
ments and examinations. They have generally, but not 
always, succeeded to some appreciable cause. Improper indul- 
gence in eating and drinking eating voraciously or to 
excess, swallowing food coarsely masticated invariably 
produce similar effects. These morbid conditions are 
however seldom indicated by any ordinary symptoms, or par- 
ticular sensations described or complained of. . . . They 
could not, in fact, in most cases have been anticipated from any 
external symptoms; and their existence was only ascertained 
by actual, ocular demonstration. 

It is interesting [he added] to observe to what extent the 
stomach may become diseased, without manifesting any 
external symptoms of such disease, or any evident signs of 
functional aberration. Extensive active or chronic dis- 
ease may exist in the membranous tissues of the stomach . . . 
more frequently than has been generally believed.* 


Surgeon Beaumont was unquestionably observing 
small focal hemorrhages which resulted in necrosis, 
often followed by leukocytes and other elements of an 
exudate with occasionally a pseudomembrane forma- 
tion. These lesions then became small localized ulcers, 
which rapidly healed and apparently left the stomach 
restored to its normal state. The word “apparently” 
is used advisedly because, while many small hemor- 


2. Beaumont, William: The Physiology of Digestion with Experiments 
on the Gastric Juice, Burlington, Vt., C. Goodrich, 1847. 


3. These observations and conclusions have been abundantly sub- 
stantiated by recent gastroscopic studies of living stomachs. 
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rhages and their resulting ulcers may be followed by 
complete restitution, often there remain more or less 
definite gross and microscopic evidences of the fact that, 
after one or more local areas in the stomach have pre- 
viously suffered from ulcers, imperfect instead of 
perfect healing has resulted. By imperfect healing I 
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Fig. 3.—Depression in gastric mucosa with lymphocytes; stained with 
and eosin (X85). 


mean that, while the outer layer of mucosal cells may 
be perfectly restored and, to the unaided eye, the entire 
mucosa may appear absolutely normal, study of stained 
sections by the microscope reveals certain lesions which 
I assume to be the residual alterations accompanying 
the incomplete restoration of the deeper layers. 

The most constant of these signs is one or more 
collections of lymphocytes in the mucosa (fig. 2). 
These are usually located close to the muscularis 
mucosae, are almost always sharply localized and range 
in size from only a few cells to large follicle-like aggre- 
gations, some with secondary centers. They may 
occupy the entire thickness of the mucosa and may 
even appear in the submucosa. In the region of the 
larger collections there may be depressions in_ the 
mucosa and a comparative diminution or even entire 
absence of the specialized peptic and acid cells (fig. 3). 

In the healing of deeper ulcers, various deformities 
of the muscularis mucosae occur. Local fibrous tissue 
thickening is often present and frequently fibrous 
strands extend various distances toward the surface, 
occasionally partially enclosing small groups of gland 
cells and lymphocytes (fig. 4). With more severe proc- 
esses, the submucosa is invaded and transformed into 
a compact fibrosis, sometimes even invading the muscle 
layers. 

Even more striking are the changes in the glands. 
Besides depressions in the mucosa and atrophy of the 
specialized cells, the mucous glands become more promi- 
nent, often with wide and corkscrew-like lumens and 
broadened bases which occasionally spread out along 
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the thickened fibrous muscularis mucosae (fig. 5) or 
become cystic dilatations (fig. 6). A few glands may 
be caught in the meshes of the fibrous tissue and in 
rarer instances will be found sequestered in the sub- 
mucosa (fig. 7). Paneth cells are often present. Asso- 
ciated with these changes the mucous glandular cells 
may exhibit evidences of increased rapidity of growth, 
such as larger and more numerous cells, hyperchromatic 
nuclei and even mitotic figures. 

The residual lesions after the healing of more severe 
ulcers are, then, collections of lymphocytes, irregular 
fibrosis of the muscularis mucosae, atrophy of the 
mucosal differentiated elements and disorganization, 
often with hyperplasia of the fundamental mucous 
glands. At first such changes are strictly localized, but 
later with more widespread involvement practically the 
entire gastric surface may be affected. 

As the residuals of ulcers increase in extent and 
magnitude, subsequent ulcers probably occur more fre- 
quently and heal more sluggishly, thus advancing more 
deeply into the wall and in turn giving rise to more 
severe secondary lesions. In this connection it is fitting 
to inquire as to what influences may be active in pro- 
moting or hindering the prompt healing of gastric 
ulcers. There is probably good reason to assume that 
the acid peptic juice secreted by the specialized gastric 
cells alters materially the forces which in general govern 
the healing of wounds. In our laboratory we have long 
been interested in the digestions of the stomach and 
esophagus which are prone to occur following death 
from lesions of the brain. This erosion often acts so 
promptly and extensively that some special combination 
of influences must be presumed to be present. In a 
special study of these stomachs my associates and I 
have been struck by the comparative absence of mucus 
on the digested surfaces. In certain instances a definite 
line of thick mucin has marked the limit of the eroded 
area. This fact has suggested to us that perhaps these 
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Fig. 4.—-Stomach; hyperplasia of glands and disorganization of mus- 
cularis mucosae; stained with hematoxylin and eosin; slightly reduced 
from a photomicrograph with a magnification of 85 diameters. 


postmortem phenomena are accelerated by the lack of 
a protective coating of mucin. Without the layer of 
mucus the gastric juices etch the stomach wall. Further 
it is highly probable that mucus performs a similar func- 
tion during life and may be the sole factor which 
prevents the stomach from digesting itself. When 
hemorrhage in the mucosa produces necrosis, the pro- 
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duction of mucin in that area ceases and the necrotic 
zone is promptly digested until the living glands are 
exposed and freshwmucous reserves can once more 
inhibit the action of the digestive ferments. The lack 
of sufficient mucin as to either quality or quantity may 
thus account for the failure of proper or prompt heal- 


Fig. 5.—Dilatation and distortion of mucous glands in the stomach; 
stained with hematoxylin and eosin; slightly reduced from a_photo- 
micrograph with a magnification of 77 diameters. 


ing of certain ulcers. The part piayed by lesions of 
the brain in postmortem digestion is, of course, not 
understood. We know all too little about the influences 
which promote or retard the secretion of mucus, one 
of the most important substances in the body. The 
possibility that some nervous mechanism, definitely 
affected by cerebral conditions, may play a role in the 
elaboration of this substance has to be seriously con- 
sidered. Perhaps this mechanism may account for the 
well known fact that nervous states have a definite 
influence on the healing of gastric and duodenal ulcers, 
as is so often strongly suggested by the effects of proper 
rest in such cases. 

As Beaumont observed, smaller, more superficial 
ulcers disappear and leave a stomach apparently normal. 
However, if the ulcer is deeper and more severe, after 
healing a stellate scar may be clearly visible as a residual 
gross lesion. If the atrophic processes are marked, local 
depressions may result or, when they become more 
generalized, a thin flattened mucosa is a characteristic 
appearance. When hyperplastic changes become promi- 
nent the mucosa may be raised in ridges or local bosses 
and, if these are generalized, there results a cobblestone 
appearance which was designated by Stoerk * as “état 
mamellonne.” 

The frequency with which such appearances as those 
just described are found in stomachs in which carci- 
nomas develop strongly suggests the possibility that 
under certain circumstances these hyperplastic changes 
in the mucous glandular cells may proceed to the stage 
of autonomous new growth. Thus it would appear that 
the old controversy concerning the question as to how 
frequently carcinomas develop in gastric ulcers was 
comparatively futile. That carcinomas occasionally 
actually arise on ulcer margins is fairly certain, but 
probably they most commonly have their origin in the 
atrophies, disorganizations and reparative hyperplasias 
which represent the residuals of many previous ulcers. 


4. Stoerk, Oskar: Ueber Gastritis chronica, Wien. klin. Wehnschr. 
35: 855-860 (Nov. 2) 1922. 
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Many logical objections may be raised against the 
theories which have just been proposed. The first and 
most important question concerns the mucosal collec- 
tions of lymphocytes, which I have assumed represent 
the residual (or the continuation) of inflammatory proc- 
esses. This assumption, I am compelled to admit, is 
insufficiently supported by the facts at my command. 
The true significance of lymphocytes, whether in the 
blood stream, bone marrow, lymph nodes or follicles, 
under normal conditions is but little understood. Not 
much more is known about their meaning in pathologic 
processes. Their constant presence in the delayed 
repair of almost all inflammations and wounds has led 
most pathologists to assume that when lymphocytes are 
seen in abnormal locations or abnormal numbers some 
form of chronic inflammation is indicated. When such 
collections of lymphocytes are accompanied by other 
evidences of inflammation this assumption would seem 
to be confirmed, although whether the lymphocytes 
wander in (“infiltrate”) or are formed in situ from 
some form of connective tissue cells, and why they are 
there at all is not known. But when collections of 
lymphocytes are found where lymphocytes are not nor- 
mally present and no other inflammatory phenomena 
can be identified the problem becomes more complex. 
The other day I examined sections from an 18 year old 
boy whose death was due to diabetes. The mucosa 
was mottled by numerous large collections of lympho- 
cytes. Did they represent the residual of previous 
innumerable ulcers and, if so, how could they collect in 


Fig. 6.—Cyst in the mucosa of the stomach in case of carcinoma; 
stained with hematoxylin and eosin (X56). 


such large numbers with scarcely no other evidences of 
disorganization? It strains one’s imagination, I must 
confess. But suppose for the sake of argument that 
some other influence, certainly not known, accounts for 
these lymphocytes. Does their mere presence denote 
chronic gastritis? I doubt it and still insist that lympho- 
cytes are a part of the incompletely healed ulcer com- 
plex, even if they also may occur from other causes. 


RGA) 
“py! ; | ar < 
\ 
L 


26 GASTRITIS—ROBERTSON 


When the usual discussions dealing with the various 
causes of gastric ulcer are reviewed, my assumption 
meets with further objections. One school mentions 
bacterial infection either directly invading the mucosa 
or carried to the stomach wall by the blood stream. 
Another view considers embolism or thrombosis with 
consequent infarction of the mucous membrane as the 
fundamental lesion behind many gastric ulcers. Dtrect 
attack by the gastric juice or ingested corrosive agents 
has also been considered. It must be granted that at 
times each of these “causes” may operate in the pro- 
duction of gastric ulcers, but even in such (to me) 
unusual conditions the lesion is accompanied by hemor- 
rhage and necrosis. Once the ulcer is produced, by 
whatever mechanism, when healing is in any respect 
incomplete, the residual deformities which I have 
described must result.° I am still of the opinion that 
the most frequent cause of ulcer of the stomach is hem- 
orrhage from the capillaries of the mucosa, that many, 
perhaps most, of these ulcers so produced heal perfectly, 
but that a few in most persons and many in some heal 


stained with hematoxylin 
and eosin; slightly reduced from a photomicrograph with a magnification 
of 60 diameters. 


Fig. 7.—Glands in the gastric submucosa; 


less completely and leave persisting the various disor- 
ganizations which I have described. When the healing 
is so imperfect that the surface layer defect still remains, 
naturally a more or less “chronic ulcer” is a correct 
designation. 

While, admittedly, experimentally produced ulcers in 
animals do not necessarily parallel in clinical and patho- 
logic manifestations the ulcers found in man, neverthe- 
less the same physical reactions should occur in the 
development subsidence and residuals of the lesions in 
the two instances. It was therefore particularly impor- 
tant to examine the stomachs of dogs in which ulcers 
had been produced by administration of cinchophen 
after the method described by Stalker, Bollman and 
Mann. Studies of microscopic sections of these stom- 
achs revealed in all essential details the same pictures 
which have been found and described so frequently in 
human stomachs. 

We are now in position to consider more critically 
the meaning (or lack of ree of the words “chronic 
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gastritis.” If we assume that the residual lesions which 
accompany the healing of certain gastric ulcers repre- 
sent diminishing or receding processes, terms denoting 
chronic inflammation may not properly be employed. 
Unfortunately there are no appropriate names to denote 
the lesion which is in the stage of being healed but in 
which there will not be complete restoration of the 
affected part. “Unresolved” gastritis might be used, 
but the word “resolution” usually refers to purely exu- 
dative inflammations. Even if it is conceded that the 
term “chronic gastritis’ may be employed to denote the 
conditions under discussion, at best it would only have 
a significance for the pathologic anatomist and would 
in no way be useful to the clinician for correlation pur- 
poses. 

Therefore I am proposing that the unqualified desig- 
nation “chronic gastritis” should not be employed to 
represent a separate entity, either clinical or pathologic. 
“Ulcerative gastritis” either “acute” or “chronic” is an 
eminently appropriate term when ulcers are present. 
If “syphilitic gastritis” or “tuberculous gastritis” or 
other specific lesion is diagnosed, the qualifying words 
are clearly indicated. But for the various conditions 
which I maintain represent the results of an imper- 
fectly restored “ulcerative gastritis” after the ulcer sur- 
face has been covered with epithelium, I am forced to 
suggest the rather awkward designation “residual of 
ulcerative gastritis” with atrophy, hyperplasia or scar 
formation as the case may be. 

It is strongly urged also that the clinician should not 
use the almost meaningless term chronic gastritis. 
Instead he should employ names which have a definite 
significance such as atrophy of gastric mucosa, hyper- 
plasia of gastric mucosa (localized or polypoid), ulcera- 
tive gastritis, syphilitic gastritis, tuberculous gastritis, 
alcoholic gastritis, atony of stomach or achlorhydria. 
Even the old fashioned word dyspepsia, rather dis- 
credited at the present time, has more clearcute clinical 
distinction than other more popular substitutes. 

It has not been my purpose to cover the entire pathol- 
ogy of the stomach. Lesions or dystrophies of the 
central or local nervous mechanisms may profoundly 
affect the motor and secretory activities of the organ 
and play a prominent part in clinical judgments. Pri- 
mary and secondary anemias, passive and active conges- 
tions, high temperatures and diseases of neighboring 
viscera may exert definite influences on gastric func- 
tions. Lastly, it is quite probable that in the future 
various abnormal amounts or lack of hormones or 
vitamins may be proved to determine certain gastric 
lesions just as to an increasing degree they are assigned 
an important role in the alterations of other structures 
of the animal body. 


CONCLUSIONS 

1. The most frequent lesion of the gastric mucosa 
is capillary hemorrhage. 

2. These hemorrhages result in necrosis and ulcer 
formation, 

3. Most of these ulcers, more in some cases than in 
others, result in complete restitution of the stomach 
lining and are without recognizable clinical phenomena. 

4. Some ulcers are sufficiently severe to leave residual 
lesions even when the outer epithelial lining is restored 
and the ulcer as such disappears. 

5. These residual lesions are collections of lympho- 
cytes, irregular thickening and fibrosis of the muscularis 
mucosae, atrophy of the specialized gastric cells and 
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more or less hyperplasia of the mucous glandular cells 
with varying degrees of disorganization of the mucous 
glands. 

6. The hyperplasia of the mucous glands may have 
some relation to the development of carcinoma. 

7. Some ulcers persist, for unknown reasons, and 
become chronic. 

8. It is suggested that lack of mucus may be one 
factor in delaying the healing of gastric ulcers, and 
furthermore that mucus production itself may in some 
manner be under cerebral control. 

9. Experimentally produced ulcers in the stomachs 
of dogs present pictures similar to those studied in 
human stomachs. 

10. The residual lesions of ulcerative gastritis are the 
— frequent pathologic changes seen in the stomach 
wall. 

11. The designation “chronic gastritis” has no clear 
signification and should not be used without qualifying 
adjectives, for example “chronic ulcerative gastritis.” 

12. Clinicians should use only terms which have a 
definite clinical and pathologic significance. 


ABSTRACT OF DISCUSSION 

Dr. Atvin Forp, Los Angeles: Might I ask Dr. Carlson 
whether he found in the man into whose stomach he looked for 
many years any of these ulcers and hemorrhages? 

Dr. A. J. Cartson, Chicago: I didn’t intend to say anything 
at this time, but being asked I wish first of all to remark that 
it is a pleasure to listen to a pathologist whose reasoning hasn't 
become pathologic. The relation of gastric lesions to subjective 
symptoms is certainly complicated. Yes, I looked into the 
stomach of Mr. Vicek almost every week for thirteen years 
before he developed cancer in the old scar in the gullet. Dr. 
Beaumont was a good observer. Anything that Dr. William 
Beaumont saw and described has stood the test of time. Now, 
my edition of Alexis St. Martin wasn’t quite as bibulous as 
Beaumont’s, and I didn’t have so many alcoholic conditions. 
But I saw from time to time in Vicek’s stomach virtually all 
that Beaumont observed in St. Martin. And I saw another 
thing: That this man could have severe symptoms of gastric 
pain, with all the mucosa that I could see perfectly normal. I 
remember one time I had a balloon in his stomach. This 
didn’t produce any pain. I have had balloons in my own 
stomach. But at that time Vicek had a spasm of the stomach 
lasting twenty minutes, and as he was sitting there cold sweat 
ran down his forehead and he was saying “Carlson, I can’t stand 
it, I can’t stand it.” I said “You have got to; I want to see 
how long this is going to last.” There might have been some- 
thing beyond the pylorus which I couldn't see. There might 
have been something in the extreme antrum that I couldn’t see, 
but the rest of the gastric mucosa was perfectly normal. An 
extreme spasm of a healthy organ gave rise to something that 
is not so different from the extreme spasm in a healthy uterus 
or a charleyhorse in a healthy muscle. I should like to know 
why some of these extensive superficial erosions sometimes give 
rise to a sensation of not definitely localized pain but discomfort. 
One just doesn’t feel right. One of the most interesting things 
described here by Dr. Robertson is the “occlusions,” in other 
words, gastric glands that have no openings. Did you follow 
them from end to end? Do it, please, because that is very 
important. If you are right we have here something like those 
dermoid cysts, probably with distention with the surface of the 
mucosa perfectly normal. The sensory nerves in the gastric 
mucosa, particularly those that refer to pain and reflexes are 
probably stimulated by tension. 

Dr. H. E. Rosertson, Rochester, Minn.: I have recently 
been interested in several papers published by gastro-enterolo- 
gists who have been observing stomachs with the gastroscope. 
They are now seeing under difficult circumstances the same 
thing that Dr. Beaumont and Dr. Carlson have seen with their 
own eyes, and under much better conditions. The interesting 
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thing is the frequency of these hemorrhages observed by these 
people. The thing that I feel they have missed is the fact that 
ulcers are the result of the hemorrhages that they see, most of 
them healing completely. We all have them frequently, probably 
every single day of our lives, and when for some reason or 
other they don’t heal, then in a few of us comes possibly the 
real ulcer. It isn’t What causes the ulcers? The question is 
“Why don’t some of the ulcers which we have from time to 
time heal ?” 


THE USE OF FREE FULL THICKNESS 
SKIN GRAFTS 


J. EASTMAN SHEEHAN, 
NEW YORK 


In every case in which skin is to be replaced, con- 
sideration is to be given to all the conditions existing, 
so that choice may be made of the best form of graft 
or flap for the particular repair. Thus, when the 
defect to be covered is on the face, a primary consider- 
ation is to ensure that the new skin will conform to 
its surroundings in texture, in surface level and in 
coloration and will incorporate imperceptibly with the 
skin adjoining. 

While these requisites might be found in a pedicle 
flap raised from an adjoining area, the difficulty is that 
this method produces and leaves a visible disfigurement. 
The thin epidermic graft will not do either. It is too 
thin to maintain the surface level of its surroundings, 
and it tends to take on a brownish tint that does not 
conform to the rest of the face. The tubed pedicle 
flap, valuable as it is in some situations, undergoes 
changes in its fat and fibrous tissues in the period after 
it is tubed, which operate against its conforming to the 
new surroundings, in texture, elevation and motility. 

The preference, therefore, in conditions that are 
otherwise favorable is for the free full thickness skin 
graft, which has none of these disadvantages. What 
for a long time militated against its selection was the 
uncertainty of successful application. 

Not so long ago, a 50 per cent success was about 
all that could be expected. At present, while it might 
be oversanguine to claim a hundred per cent success, 
anything below that may be due to some exceptional 
and undisclosed condition. 

To what can this improvement be attributed ? 

The answer goes in part to the conditions prevailing 
when the graft is taken, in part to the handling and 
care of the graft in the process of replacement, in part 
to the state of the base on which it is applied and in 
part to the concern shown for the graft after it has been 
applied. 

1. The skin should be in a healthy state. This applies 
not alone to the immediate vicinity of the area from 
which the graft is to be taken but to the body generally. 
Some of the deterrent conditions are obvious, ds dis- 
ease. Some are danger signals, as pimples, which 
suggest delay until improvement has been effected. 
There may be a concealed infection, of which the skin 
itself gives no sign but which will prove disastrous 
when it is declared in the weakened condition of the 
cells after they have been deprived of their normal 
sustenance. Two highly useful tests can be applied 
by way of check on such unknown factors. One is the 
Schilling test. In the presence of infectious processes, 
immature neutrophils enter the circulation in increased 
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red with a ratio of 10 in normal 
persons and of 25 in slight infection, there may be 
indicated an index of 50, 75 or more. By any such 
indication of infection the operator is put definitely on 
warning and must postpone until the index is suitably 
lowered. Again, as the success of the graft is to be 
attained only when the bed on which it is placed is at 
its best, and as oozing will impair or destroy this condi- 
tion, it is important to know what the probabilities are 
in this particular. Where, for example, the blood plate- 
let count is much too low, such oozing is to be appre- 
hended, with consequent danger to the success of the 
graft, as a whole or in spots. In presence of these 
or any other warnings against haste, delay is instituted 
to allow of the conditions being corrected. 

2. The graft area itself equally demands respect. 
It has a normal oxygen and sulfur content, and if either 
is below normal the impaired vitality of the cells will 
be reflected when the graft is transferred. Biochemical 
tests for these contents have been devised, and if the 
results are unsatisfactory there is reason for delay until 
correction is effected. Moreover, it has been found that 
these contents are reduced in the process of cleansing 
and preparing the area for operation. The cleansing, 
for this reason, is best done the night before the 
operation to allow time for recovery of the oxygen 
content. The skin is scrubbed with soap and water, 
further cleansed with sulfuric ether and left covered 
with antiseptic gauze overnight. The use of antiseptics 
with a view to bacterial destruction on and within the 
apertures of the skin has not survived trial and error. 
The most successful of them as germicides have been 
found to set up conditions difficult to deal with, and in 
any event more importance attaches to having the skin 
in a healthy condition than to precaution against germs 
of infection in a skin not at its best. 

3. A dry base at the defect area is absolutely essen- 
tial. There must be close adherence of the graft to the 
base, and this there cannot be if there is oozing and 
consequent blood clots, even the smallest of which 
will be destructive as to the space it occupies. Obvi- 
ously, the vessels in the base must have attention. If 
any are to be tied it must be by suture threads that will 
not promote infection. The finest Deknatel silk is 
used. Precautions having been taken against oozing by 
reason of conditions disclosed by the count of the blood 
platelets, it may be desirable to obtain further assur- 
ance by irradiation of the spleen by roentgen rays in 
amounts of from one-tenth to one-fifth erythema dose. 
About twenty-four hours after irradiation the coagula- 
tion time of the blood is gradually materially reduced, 
a fact helpful to the restoration of the graft. Intrave- 
nous injection of calcium or a hemostatic prepara- 
tion the day before operation may be of additional 
advantage. 

4. In taking the graft, the lines of skin tension 
should be respected. The graft should be cut without 
bevels at the edges and be a little less than will cover 
the defect, as it is well to have the graft on stretch 
a little when it is sutured in place. There is no need 
for rough handling. The graft can be gently trans- 
ferred by threads that are to serve as anchor sutures. 
It should not be washed in saline or other solution. 
Its own serums have the double utility of temporarily 
countering infection and of assuring adhesion between 
the graft and the base. The suturing in place must 
be done with great patience and with care to ensure 
that the resultant scar at the wound edges will have 
the least attainable visibility. 
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5. With all this done, there is still to consider the 
factors that govern the restoration of life and function 
in the graft skin. With a sound, viable graft, on a dry 
bed, that phase begins on skin that has been detached 
from the normal agencies that supply life to the cells. 
There are two influences that make for recuperation 
from this moribund condition. One is the infiltration 
of minute vessels from the base into the corium; the 
other is the nourishment that may be derived by the 
cells from the pervading lymph. Vascular infiltration 
is a slow process, and if the very lowest part of the 
skin is transferred, as was formerly the practice, it 
takes time for the vessels to reach the tissues of the 
subpapillary layer. Whereas the cells of the epi- 
dermis are not sustained by vessels but are nourished 
by the lymph from the base on which they are set, when 
it can be conveyed to them, the connective tissues of 
the corium must have sustenance from vessels to which 
they are accustomed. To mitigate the delays, the 
lowest, densest subcutaneous layer is removed. Whether 
it is that this results in more rapid infiltration of the 
remainder of the corium or that the subpapillary area 
shares with the epidermis the sustenance derived from 
the lymph fluid, or both, the fact is that restoration 
proceeds with greater rapidity and with increased assur- 
ance when this lowest stratum of the skin is discarded. 
To this may be attributed much of the recent advance 
in the ratio of success. 

With the graft in place, corfcern is for the proper 
pressure and, no less important, for immobility. One 
of the first things learned about the graft was that 
either too much or too little pressure would cause it 
to fall. With too much, the infiltration of vessels was 
impeded ; with too little, the adherence of graft to base 
was disturbed. Ferris Smith, arguing from the circum- 
stance that infiltration of vessels from the base to the 
graft is the critical stage, found a mean of pressure 
related to that of the blood. This provided a practical 
answer to the problem of too much or too little. The 
method of applying the pressure varies. It can be 
by pressure bags, judiciously inflated, or it can be on 
smaller, well situated areas, by means of a mold of stent. 
In either case, to insure immobility is a desideratum. 
A mold, for example, may be immobilized on the cheek 
by means of an outer frame of celluloid (Coelst), so 
placed as to relieve the mold and graft of adjacent 
strains. In other instances, changes in contour may 
present difficulties, which can, however, be overcome. 
In either case, motion must be prohibited during several 
days. For example, when replacement is in the neigh- 
borhood of the mouth, no food or drink is allowed to 
enter by mouth; a Nelaton tube is introduced through 
the nose for purposes of feeding. 

Finally, the patient must be kept quiet. There is 
some sympathetic reaction to operation, and the conse- 
quent irritability should be allayed. 

Two capsules of thiamin chloride consisting of 2,000 
international units given daily, with nicotinic acid in 
1 grain (0.065 Gm.) doses, have been found to give 
relief. When there is evidence of shock toxemia, food 
is stopped and intravenous dextrose solution given. 
The essential quiet can be further induced, of course, 
by personal attention and the confidence it inspires. 

The sum of it all is that knowledge of the life of the 
skin, and respect for its demands in the stress to 
which it is exposed by transfer, has changed the whole 
outlook on the use of the free full thickness skin graft. 

With all the precautions that can be taken, and with 
the full thickness skin graft thus made practical as 
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cover for larger and larger areas and for greater variety 
of reparative recourse, it is not to be inferred that com- 
plete success is automatically assured. On the contrary, 
it must be watched continuously and danger signals 
should receive prompt attention. Of these the first is 
rise of temperature, which may mean infection in the 
graft. One is not to assume that the high temperature 
is of this origin. It may be located quite otherwise, 
thus averting the mischief that might ensue on too hasty 
a removal of the bandages. But if high temperature 
is accompanied by discharge at the graft area and by 
odor that tends to become foul, the graft is uncovered 
and remedial measures are promptly taken. When there 
are none of these indications of infection, the bandages 
are usually left for about three weeks. By that time 
the preliminary organization usually is definitely 
established. 
833 Fifth Avenue. 


ABSTRACT OF DISCUSSION 

Dr. Grorce W. Pierce, San Francisco: There is no doubt 
that full thickness skin grafts are of great value in reconstruction 
surgery. As compared with the success of such types of grafts 
twenty-five years ago there has been a tremendous advance and 
the advance has been the result of the successful use of these 
grafts through attention to the minutiae of detail. I think that 
hemorrhage looms larger as a deterrent of success than any 
other one factor. I am glad that Dr. Sheehan called attention 
to the use of soap and water in preparation. There is one point 
I wish to mention in regard to these free grafts, and that is that 
in my experience and in cases that I have seen in different med- 
ical centers I have noted pigmentation of these free grafts 
occurring in at least 20 per cent, and in such marked degree in 
from 5 to 8 per cent that for use on the face it almost precludes 
promise to the patient that the color will be the same. As to 
the splinting of these grafts, I prefer physiologic solution of 
sodium chloride, gauze, marine sponge, and finally a bandage 
which is made by cutting stockinet on the bias. This provides 
an elastic pressure which is necessary for a period of three weeks 
on these grafts. 

Dr. H. L. D. KirkuHAm, Houston, Texas: The principles as 
laid down by Dr. Sheehan for the use of free grafts are the 
same no matter whether they are a full thickness, a split or 
the so-called thin Thiersch graft; that is to say, the principles 
of preparation and condition, the bed, pressure, the cleanliness 
and good condition of the skin that is taken, and also the area 
it is being taken from. I cannot quite follow him in his estima- 
tion of oxygen and sulfur, why that should be more important 
in a full thickness than in any other type of graft and certainly 
I believe that the results in the percentage of takes, at least in 
my hands, of full thickness as compared with the other types 
of free graft are not as good. Then too it is always possible 
in the use of any of these plastic procedures that the personal 
equation of the surgeon enters largely into it and that method 
within normal and proper limits which meets the best and most 
uniform success in an individual’s hands should be his method 
of choice. I was glad to hear Dr. Pierce mention the question 
of pigmentation in free grafts. Probably I can speak a little 
more feelingly about the matter, coming from the South with 
a large Negro population and a large Mexican population—in 
other words, people with pigmented skins. The development 
of pigment in the free graft is so prevalent in those races that 
I would no more dare think of putting a free graft to a white 
Negro’s face or exposed part without warning him ahead of 
time that it was not a possibility but a probability that the grait 
would almost, as in some instances it does, get coal black, 
whereas the rest of his skin is white. Dr. Sheehan gave, as the 
signs or symptoms of trouble with his graft, high temperature 
and a foul discharge. He then recommended that, if those 
appear, suitable remedial measures must be instituted. My 
experience in using these free grafts is very like taking a 
kodak picture. After one has used the proper shutters and all 
the proper factors that go with it, it then becomes, as the 
Negro said, a “question of you either you is or you ain't.” And 
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if the graft “ain’t,’ I don’t know of any remedial measure one 
can take to bring it back to life after it has once died, and I 
would like to ask what remedial measures Dr. Sheehan uses 
when the symptoms he mentions appear. 

Dr. J. EastmMAN SHEEHAN, New York: Pigmented cells 
take rise at the level of the epithelial layers and normally are 
carried off as they descend. In the epidermic and intermediate 
grafts, when cut and transferred, the avenues of descent are 
impaired, and the tendency in the thin grafts is for the melanotic 
cells to group and so affect coloration. This applies to white 
skin, with which I usually have to deal. The comments regard- 
ing Oriental and Negro coloration suggest that there may be 


‘different problems, in the incidence of pigmentation, in these 


categories. My primary problem ‘is so to simplify the procedures 
that the repair can be effected without producing disfigurement. 
This can be done, and done best, even on large areas, by recourse 
to this free full thickness graft. The point about oxygen and 
sulfur content is that if they are below par the success of the 
graft is less assured. Both are important elements of the skin, 
and, since their adequacy can be determined, impairment of the 
normal should be guarded against, and deficiency should be 
rectified before operation. It has not been made clear to Dr. 
Kirkham what is meant by resort to remedial measures. The 
enemy, of course, is infection, and infection may be detected 
beneath the bandage. Ordinarily, the longer the bandage can 
remain the better for the graft. But a bandage that covers 
infection obviously should be removed, and since one does not 
want to remove it, one watches for signs that one must. Rise 
of temperature is a danger signal, but if its origin is located 
elsewhere there is no need to remove the bandage. If there are 
discharge and odor, the bandage comes off, and I proceed to 
deal with the infection. I need not go into the measures that 
are needed to control infection. They are peremptory, whether 
they succeed in saving the whole of the graft or only part of it. 


THE CLIMATIC TREATMENT OF 
HAY FEVER AND ASTHMA 


WITH SPECIAL REFERENCE TO FLORIDA 


FRANK C. METZGER, M.D. 
TAMPA, FLA. 


The mirage of climate as a curative agent for disease 
has long been pursued both by physicians and by the 
public. Its lure has had particular appeal in the treat- 
ment of chronic ills such as tuberculosis, hay fever and 
asthma, but the results of climatic change have all too 
often been disappointing, certainly so far as asthma 
and hay fever are concerned. 

The peninsula of Florida, uniquely situated as it is, 
has a climate differing radically from that of most of 
the United States and Canada. Consequently its sub- 
tropical setting invites countless sufferers from all 
walks of life who seek climatic relief from hay fever 
and asthma. Those who come to the state for this 
purpose fall naturally into three groups: (1) those 
who obtain no relief, (2) those who become worse in 
the new climate or environment and (3) those who 
obtain complete or partial relief. 

In a practice in Florida confined exclusively for years 
to the treatment of the allergic diseases, there have 
come under my observation too small a number of 
patients who have found complete or partial relief 
through climatic change to warrant this form of treat- 
ment. In this group, group 3, a careful study of the 
history of the patient often discloses that relief has 
resulted from accidental removal from the source of 
trouble, or it transpires that some causative factor has 
been discovered and eliminated that could as easily 
have been removed at home. Scientifically, to increase 
the number of persons who obtain complete or partial 
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relief through climatic change or other agency is a 
primary objective. From the humanitarian standpoint, 
as worthy an objective is to recognize the cases in 
which relief resulting from change of climate is not to 
be expected, thus sparing the patient unnecessary 
change. 

The physician over the land who glibly advises 
change to a fancied climatic utopia is spared the prob- 
lems his injudicious counsel frequently creates for his 
colleagues and the communities of the state or region 
for which he unwittingly makes fallacious claims. Nor 


is he confronted with the stark human tragedy that 


often follows in the wake of ill advised change. Not 
infrequently whole families, greatly to their disadvan- 
tage, are torn from their financial and social roots in 
the interest of the individual sufferer. The present 
economic situation, with its widespread unemployment, 
increases the difficulties and hazards of such change 
for many persons or families already handicapped by 
illness. 

Before change of climate may be discreetly advised 
for sufferers from hay fever and asthma, a knowledge 
of two things is necessary. First, the allergen or 
allergens that precipitate the patient’s trouble must be 
found. Fortunately the newer concepts of allergy, with 
the means and methods now available through cutaneous 
tests, histories, eliminative diets and other procedures, 
make possible the determination of the offending sub- 
stances in the large majority of cases. In the second 
place, it is necessary to know in what climate or place 
the allergens affecting the person in question do not 
exist, exist in small amounts or are easily avoidable. 

The clinical observations, results of experimentation 
and conclusions here set forth are designed to aid the 
general practitioner in particular, and the allergist as 
well, in disseminating information regarding the occur- 
rence and distribution of allergens in Florida. Since 
the allergens causing hay fever are, in general, able to 
cause asthma also, the statements here made regarding 
the one are applicable also to the other. As certain 
pollens are present throughout the year in this state, 
the term pollinosis is used to designate the type of hay 
fever in which pollen predominates as a causative 
factor, and the term allergic rhinitis is applied to those 
types in which other allergens are the offenders. 

Pollinosis occurred in 24 per cent and _ allergic 
rhinitis in 76 per cent of the patients coming under 
my observation who were year round residents of 
Florida, including Key West, and of Cuba. In the 
practice of allergists in the more northerly states, such 
as, for example, Drs. Milton B. Cohen? of Cleveland 
and Tell Nelson? of Evanston, Ill., these percentages 
were almost completely reversed. The reason for the 
relatively few cases of pollinosis apparently lies chiefly 
in the fact that pollen concentrations are not nearly so 
great in this state as in the Northern, Eastern and 
Midwestern states. 

POLLINOSIS 

In considering the pollens it is well to divide the state 
roughly in half, placing the dividing line from Brooks- 
ville near the west coast to St. Augustine on the east 
coast. The climate, the soil and, consequently, the 
flora and the occupations differ greatly in the northern 
farming section from those in the southern portion, 
with its truck gardening and cultivation of citrus fruit. 

Ragweed, grass and trees furnish the offending pol- 
lens of most importance. Ambrosia elatior, or dwarf 
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ragweed, is the only variety of ragweed having clin- 
ical significance. Present in the state for many years 
in small amounts, it has increased greatly since 1925 
in the wake of new road building and widening areas 
under cultivation. Many factors enter into its pollina- 
tion time and the concentration of its pollen in the air. 
In coastal cities alternating sea and land breezes cause 
the air-borne concentration to fluctuate. Pollen slides 
exposed in Miami Beach and in downtown Miami 
rarely showed ragweed pollen granules, but a series of 
slides exposed in June 1935 at Coral Gables, 7 miles 
west of Miami, showed as many as 1,010 granules of 
ragweed per cubic yard a day. Miami’s prevailing east 
wind accounts for this condition, at least in large meas- 
ure. The west coast has no prevailing wind, and, in 
consequence, the pollen count varies with the alternat- 
ing sea and land breezes. 

Throughout the state the season of ragweed pollina- 
tion varies greatly. At Ellenton, 35 miles south of 
Tampa, it begins as early as May 10. ‘There, where 
the big spring crop is tomatoes, and a little farther 
south on the truck and celery farms east of Sarasota, 
heavy fertilization of the fields, with consequent fertili- 
zation of the ragweed bordering them, seems to be the 
only explanation of the early pollination in that locality. 
At Sanford, in the central part of the state, where celery 
has long been intensively cultivated, ragweed grows 
in abundance, and pollination begins early and con- 
tinues over a long period. 

Ragweed in Tampa attains a height of from 2 to 4 
feet about May 20 and appears to be ready to burst 
into full bloom, but appreciable amounts of its pollen 
are not found on exposed slides before the middle of 
August. The appearance of clinical symptoms in 
patients sensitized to it coincides with this date. Close 
to the Gulf of Mexico but without a prevailing west 
wind, Tampa has a fairly steady pollen count from day 
to day, the average in 1936 having been 11 granules 
per cubic yard a day and the maximum 59 granules. 
Without frosts to kill the weed, it dies out gradually 
and is gone by the middle of November. The situation 
is practically the same in St. Petersburg. 

Grass pollens are so nearly alike microscopically 
that their identification on exposed slides is seldom 
attempted. The many wild or native grasses of Florida 
produce little pollen, and the heavy producers of pol- 
len, i. e., the cultivated grasses raised for pasturage, 
such as timothy, are practically nonexistent. The 
Bermuda, St. Augustine and centipede grasses, the 
three cultivated grasses used chiefly for lawns, are pro- 
lific producers of pollen, especially the Bermuda grass, 
its pollen containing a large amount of the protein 
excitant of pollinosis. Frosts or freezes rarely kill 
these grasses and they are in a state of pollination every 
month of the year, having seasonal peaks. The season 
of heaviest pollination usually begins late in Februar 
and continues through March and April, varying wit 
the amount of rainfall, and there occurs a second peak 
of production during the summer rainy season in June 
or early July. Actually, the grass pollen count even 
in these peak seasons rarely exceeds 14 granules per 
cubic yard a day and varies from 2 to 7 granules 
throughout most of the other months. This concen- 
tration is in contrast to the grass pollen count of 
Cincinnati, for example, which runs commonly from 
85 to 100 granules per cubic yard a day in April and 
May. In southern Florida, therefore, patients highly 
sensitized to grass pollen require treatment through- 
out the year. Those with a relatively high tolerance 
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complain of symptoms only from March through Sep- 
tember, but those with a low tolerance have trouble 
all the year. 

There is another group of patients, in whom pollen 
from grasses may act as a contributing cause and 
symptoms are present only in winter. Unless such 
patients are appropriately treated for this secondary 
factor, relief will not be obtained. 

Next in importance are the trees. The citrus trees 

and the various kinds of blossoming palm trees over 
the state rarely cause trouble, for they are largely 
insect pollinated. The pollen of the long leaf pine, the 
tree most commonly found in Florida, is generally con- 
ceded to have little or none of the protein excitant 
of hay fever. The cypress tree, plentiful in growth and 
having its season of pollination in January and February, 
is also negligible as a causative agent. The eucalyptus 
tree is practically never found except in towns and 
cities, usually in the wake of women’s garden clubs. 
Its pollen is a source of trouble, as a rule in February 
or March. The pecan tree is so seldom encountered 
in southern Florida that it constitutes only a local prob- 
lem, but in the far northern section of the state, where 
pecan groves are numerous, its pollen is troublesome. 
Certain species of oak are common to the state. A 
rank growth of scrub oak, mostly white and burr oak, 
like that covering the uncultivated lands of the northern 
section, occurs sporadically in the southern part, but 
the large oaks so familiar to the northern scene are 
seldom found there. The live oak and the water oak 
are found in both sections. They are heavy producers 
of pollen, but even trees of the same species growing 
close together may differ as much as a month in the time 
of their pollination. Consequently the season for oak 
may last six or eight weeks, and it starts as early as 
January 20 if there has been considerable rain and 
warm weather immediately preceding. The pollen count 
for oak this year in and around Tampa ranged as high 
as 240 granules per cubic yard a day. 
_ The Australian pine, known botanically as Casuarina, 
iS a new tree now being widely grown in the towns 
and on the beaches of southern Florida for shade. 
Despite its name, it is not a conifer. November is the 
season of its heaviest pollination. Many of my patients 
have been tested with solutions of its pollen, but posi- 
tive results have not yet been obtained. Mr. O. C. 
Durham, chief botanist of Abbott Laboratories, stated 
that there is “no reason why its pollen should not cause 
trouble.” 

The pollen counts herein reported were made with 
the assistance of the Florida State Board of Health 
and checked by Mr. Durham. Recently Mr. Durham 
made counts of the pollen of the bayberry bushes and 
found an appreciable amount in the air. The season 
for their pollination is in March or April. “Spanish 
moss,” often inquired about, is a true flowering plant, 
blooming in May and June and classified as Dendro- 
pogon usneoides. My experiments,” both with the pol- 
len and with the dried plant, gave only negative results. 

Although the variety of plants in the chenopod, com- 
posite and amaranth groups is large, such plants are but 
minor sources of trouble, and only a few cases have 
come under my observation in which pollens from them 
were contributing factors. Dog fennel is fairly abun- 
dant. Pigweed, or spiny amaranth, grows to great 
height and is not uncommon. The common plantain 
is not found in Florida. The wide variety of shrubs, 
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plants and trees introduced from the North, largely 
for purposes of landscape gardening, have no general 
importance. 

ALLERGIC RHINITIS 

According to my records, the offending inhalant 
allergens in allergic rhinitis in Florida are, in the order 
of their importance, house dust, orris root, feathers, 
animal inhalants and occupational dusts. House dust, 
the chief offender, requires special comment. The 
observation, over a period of years, that certain resident 
patients were relieved of symptoms when they visited 
Northern states or Cuba and that many patients from 
the North, sent by their physicians to take the “climate 
cure,” became worse immediately or short'y after arrival, 
led to a survey which showed that in these cases, with 
few exceptions, housedust was the predominant factor. 
To test whether the unknown offending allergen of 
house dust was present in greater amount in the dust 
of Florida than elsewhere, specimens of an extract of 
house dust from homes in the state were sent to Drs. 
Milton B. Cohen of Cleveland, Tell Nelson of Evanston, 
Ill., Harry L. Huber of Chicago and Matthew Walzer 
of Brooklyn. After these physicians had made com- 
parative tests and given clinical treatment with this 
extract to patients proved sensitized to dust, Drs. Cohen, 
Nelson and Huber! reported that the extract of house 
dust from Florida was undoubtedly more concentrated 
than that taken from their local sources by the same 
method. After making comparative cutaneous tests, 
Dr. Walzer ' did not concur in this conclusion. Certain 
it is that, clinically, the percentage of cases in which 
house dust assumes a foremost place is larger in my 
practice than in the practice of the Northern allergists * 
with whom I have consulted. The explanation of the 
relief experienced by patients sensitive to house dust 
who visited in Cuba probably lies in the relative lack 
of sources of house dust in a land of open windows, 
tiled floors, little overstuffed furniture and few carpets 
and window draperies. 

Second in importance is orris root. This substance 
should in future cause less trouble, as most manufac- 
turers of cosmetics and talcum powders have ceased to 
use it as an ingredient of their products. 

Feathers, ranking third, need no comment. 

The explanation for the dearth of cases of allergic 
rhinitis caused by animal inhalants is not too apparent. 
Certainly there are as many household pets in Florida 
as elsewhere, but living conditions in the mild climate 
tend to keep both man and animal more in the open 
and therefore less in intimate contact. Also there are 
relatively few farms, with their horses, mules, cows, 
pigs and chickens. 

Occupational dust is infrequently a cause of allergic 
rhinitis in Florida. The comparatively few manufac- 
turing plants in the state operate under airy conditions 
and with windows open at all seasons. 

Rarely does a case of allergic rhinitis come under 
my observation in which sensitivity to food is not a 
factor. The foods producing symptoms of themselves 
or complicating inhalant factors differ somewhat in 
Florida from those listed elsewhere.* In a series of 
500 of my cases, foods in the order of the frequency 
with which they produced sensitivity were oranges and 
other citrus fruit, condiments, seafoods (both fish and 
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shell fish), milk, wheat, rice, eggs and vegetables. 
Winter visitors find oranges astonishingly cheap, and 
both temporary and permanent residents, rich and poor 
alike, consume them in large quantities. Fish and shell 
fish also constitute a staple article of diet, for they are 
fresh, cheap and plentiful all the year. Too, they call 
for condiments. That these foods take precedence 
among offending foods favors the hypothesis that the 
allergic person, having a tendency to become sensitive, 
naturally becomes sensitized to the foods he eats in 
excess or with greatest frequency. 

In general, patients with allergic rhinitis respond less 
readily to treatment than do those with pollinosis. A 
large number require close cooperation between the 
allergist and the rhinologist. The situation varies little 
over the state, for slight difference is noted between 
patients living in Jacksonville, Gainsville and Pensacola 
and those living in Tampa, Miami and Fort Myers. 


NONSPECIFIC AND PSYCHIC FACTORS 


Nonspecific causes, thermal, chemical, neurogenic and 
physical, are not well understood and their mode of 
action is uncertain, but when they are a large factor 
the patient should find the climate of Florida ideal. 
Smoke and soot are practically absent from the air. 
The temperature is of the marine type, and the sudden 
violent changes that appear to affect allergic persons 
more than the degree of heat or cold are unusual. 
Patients whose condition is complicated by a cough with 
profuse expectoration, bronchiectasis or sinusitis are 
usually benefited by sunshine and warm weather.* It 
is well known that Florida has some 600 more hours 
of sunshine annually than most Northern states. 

The neurogenic or psychic element presents an unex- 


plained vagary to be reckoned with in the treatment . 


of allergic diseases. Changing physicians, taking a new 
remedy or starting a new procedure, regardless of the 


therapeutic value, may relieve a patient of a prolonged — 


spell of asthma, doubtless because of faith in that which 
reputedly cured a relative or a friend. Accordingly, 
so radical a procedure as a change of climate, backed 
by the strong suggestion of the physician that benefits 
will result, should in some cases turn the neurogenic 
factor to favorable account, at least temporarily and per- 
haps permanently if the new climate and environment 
are wisely chosen with a view to meeting the patient’s 
other needs. On the other hand, fear of being away 
from home or worry over the expense involved may 
cause an asthmatic patient to become worse regardless 
of the absence or presence of specific allergens in the 
new climate. The results of change of climate may not 
always, therefore, be interpreted solely on the basis of 
the distribution of specific allergens. 


SUMMARY 


Investigations have shown that in Florida the amount 
of air-borne pollen is small, its variety limited and 
its season practically all the year. Only the pollens 
of ragweed, grass and oak are of practical impor- 
tance. The concentration of ragweed pollen is very 
small, and clinical observation warrants the conclusion 
that most persons sensitized to this allergen are free 
from symptoms in Florida. The east coast section, the 
nearer the beach the better, should afford freedom from 
symptoms to all sufferers from the pollen of ragweed ; 
the midstate section and the west coast are suited to all 
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except those highly sensitized to this pollen. With the 
exception of patients sensitized to oak or highly sen- 
sitized to grass pollen, persons with pollinosis should do 
well in the state. Those who fear that Florida is 
unbearably hot during the months in which the pollen 
to which they are sensitized is in the air in the North 
or Midwest need only consult the records of the United 
States Weather Bureau. 

Until the nature of the allergen in house dust is 
identified, it appears wise from clinical observations to 
advise asthmatic patients sensitized predominantly to 
house dust not to take up residence in Florida, especially 
in winter. Other inhalants causing allergic rhinitis are 
no more troublesome in Florida than elsewhere, and 
some such as animal inhalants and occupational dust, 
much less so. 

Sensitivity to food is almost invariably a primary or 
a contributing factor in allergic rhinitis, and in my 
study of 500 cases I observed that the chief offending 
foods differed somewhat from those listed by other 
investigators. My observations tended to support the 
hypothesis that persons with a tendency to food sensi- 
tivity become sensitized to foods eaten in excess. Thus, 
the informed patient, on coming to Florida, may avoid 
the possible hazards of such major offenders as citrus 
fruit and sea foods by not indulging excessively in them. 

In selected cases in which nonspecific causes are of 
importance, the climate of Florida may be of particular 
benefit. The psychic element, however, in the treat- 
ment of both asthma and hay fever may render difficult 
the interpretation of results. 

The problem of the allergic patient is highly indi- 
vidual. The physician who advises change of climate 
without knowing the sensitivities of the particular 
patient, and without ascertaining the distribution of 
allergens and the general suitability of the climate sug- 
gested, fails to do the patient full justice. In recom- 
mending change he need be guided only by the domi- 
nant factors characterizing the patient’s history, and 
he may obtain information about climate for the asking. 
Likewise, the layman who, at great mental or financial 
risk, perhaps, seeks a “cure” in Florida or elsewhere 
without securing competent professional advice and 
accurate information, takes a long, long chance on fol- 
lowing nought but the lure of a climatic mirage. 

706 Franklin Street. 


Cells Which Secrete Hydrochloric Acid.—One of 
Bernard's often quoted discoveries in the field of digestion is 
his location of the glands which secrete hydrochloric acid. The 
date of the experiment was January 1850. Into the vein of a 
fasting rabbit he injected a solution of a soluble salt of iron, the 
lactate, then followed it with a solution of potassium prussate. 
In the presence of acid these two salts form prussian blue, the 
vivid color of which is readily detectable in very small quantities. 
The animal was killed three quarters of an hour later and 
an autopsy performed. In the superficial layer of mucus cover- 
ing the surface of the stomach, especially along the lesser curva- 
ture, the blue color was to be seen. In his comment on this 
experiment Bernard stated that it not only showed the glands 
which secrete gastric juice since this product is always acid, 
but it also showed that the acid did not exist within the glands 
themselves but that the gastric juice only acquired its acid 
properties outside the gland when mixed with the other liquids 
of the stomach. This deduction was correct and the chief 
additional fact which has come to light since Bernard’s day 
regarding the secretion of gastric juice is that it does not come 
from one single kind of gland; the acid comes from one kind of 
cell and the pepsin from another.—Olmsted, J. M. D.: Claude 
Bernard, Physiologist, New York, Harper & Bros., 1938. 
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GASTRO-ENTEROLOGY IN THE PRAC- 
TICE OF CARDIOLOGY 


LOUIS FAUGERES BISHOP 
NEW YORK 


M.D. 


The problems of gastro-enterology and cardiology 
in a given case are often closely related. Present day 
emphasis on the qualifications of a specialist increases 
the importance of retaining a broad outlook such as 
had the general practitioner of the old school. In the 
physician’s efforts to become expert in a chosen field 
he must not become a localist. Most patients consult, 
or are referred to, the cardiologist with the belief that 
their condition is primarily due to a disorder of the 
heart, but many of their symptoms are of gastro-entero- 
logic origin. 

A study of symptoms reveals that the most frequent 
gastrointestinal symptoms encountered in the practice 
of cardiology are flatulence, anorexia, nausea, vomiting, 
dysphagia, jaundice and abdominal pain. It might be 
said that every patient with cardiac disease at some 
time or another complains of a gastrointestinal symptom. 
Confusion often arises in the interpretation of these 
symptoms. 

A great deal has been written concerning the inter- 
relationships of cardiology and gastro-enterology. The 
subject is still difficult to clarify. There is often dis- 
crepancy between clinical observation and experimental 
evidence. A better understanding of this problem can 
be had by a consideration of the cardiac-gastrointestinal 
relation under three main headings: (1) mechanical, 
(2) chemical, toxic and infectious and (3) reflex. 


MECHANICAL ASPECTS 

Cardiovascular Pathologic Conditions Affecting 
Abdominal Viscera.—Under the heading of mechanical 
influence of cardiac abnormalitics on the abdominal 
viscera, among the most obvious are embolic manifes- 
tations from a valvular vegetation—mitral or aortic— 
or from a thrombus on the left side of the heart. For 
example, a young woman under observation for rheu- 
matic cardiac disease apparently had an acute abdom- 
inal condition. Autopsy revealed an embolus in the 
superior mesenteric artery, with beginning gangrene of 
the segment of the intestine supplied by this vessel. 

Failure of the right side of the heart with attendant 
venous congestion leads to chronic passive congestion 
of the abdominal viscera and thus interferes with the 
function of these organs. Among the common examples 
of gastrointestinal disturbance secondary to cardiac 
failure are hepatic distention with abdominal pain, a 
common picture in advanced mitral disease. Chronic 
passive congestion of the mucosa of the stomach some- 
times results in nausea and vomiting, as well as a mul- 
titude of chronic digestive complaints. These are, on 
rare occasions, diagnostically confusing, particularly in 
patients receiving digitalis, byt tend to clear up when 
cardiac compensation has been restored. In hyper- 
tensive cardiovascular disease with arteriosclerosis, 
hemorrhages, usually small, may occur in any of the 
abdominal organs, producing acute abdominal symp- 
toms but having as a primary cause the underlying 
cardiovascular disease. Arteriosclerosis of the mesen- 
teric vessels sometimes gives rise to symptoms of 
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abdominal pain, formerly called abdominal angina,’ 
the exact functional pathology of which is not well 
understood 

In mitral stenosis of long standing the left auricle 
dilates, pressing on the esophagus, and occasionally 
gives rise to dysphagia. A recent example? of this 
condition occurred in a white American woman aged 
33, who had as one of her complaints difficulty in 
swallowing liquids. On fluoroscopic examination a huge 
left auricle was found to be pressing on the esophagus. 
At autopsy the esophagus was seen to be compressed 
and pushed over to the right by the enlarged left 
auricle. It lay along the posterior aspect of the left 
auricle, looking something like a thin rubber tube 
stretched across the surface of an inflated balloon. 

In similar fashion an aneurysm may disturb the 
position or function of the other organs by mechanical 
pressure, as on the trachea, esophagus and abdominal 
viscera, and thus cause symptoms related to the dis- 
turbed organ when the primary cause is cardiovascular. 
A recent example was observed in a white butcher 
aged 57, who had been under observation for coronary 
sclerosis and one day collapsed. On physical exami- 
nation a tender mass was noted within the abdomen. 
This mass presented a difficult diagnostic problem. 
There was continuous pain in the left flank, with 
marked tenderness at the left costovertebral angle. 
During a gastrointestinal consultation to determine 
the nature and mode of treatment of the condition the 
patient died. Autopsy revealed a huge ruptured abdom- 
inal aneurysm. 


Effect of Pathologic Conditions of the Abdomen on 
the Cardiovascular System.—Conversely, there are a 
number of intra-abdominal conditions which may have 
a direct mechanical influence on the function of the 
heart. Among the most frequently seen is flatulence. 
There is considerable discrepancy between clinical and 
experimental observation on the effect of flatulence on 
cardiac function. Clinically flatulence has been thought 
to be a potent factor in the production of extrasystoles, 
tachycardias and, in susceptible subjects, anginal attacks, 
by elevating the diaphragm and thus pushing the heart 
upward and disturbing its function. 

In my experience unusually large amounts of gas 
have frequently been found in the stomach or colon 
on fluoroscopic examination, but this finding is rarely 
associated with any cardiac arrhythmia. Furthermore, 
Wayne and Graybiel* did not find any decrease in 
tolerance of exercise in persons with angina after the 
stomach had been distended with air. 

The subject has been studied experimentally in dogs 
by Owen.’ Electrocardiograms of lightly anesthetized 
animals were taken before, during and after dilation of 
the stomach with air. Changes in rate, usually a slight 
increase, and on rare occasions an extrasystole, were 
observed. Extrasystoles seemed to occur a trifle more 
frequently with belching than during distention. Of a 
number of medical students who could swallow air at 
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will and belch, none showed cardiac irregularities or 
significant changes in rate on electrocardiograms taken 
during the swallowing of air or belching. 

The experiments in dilation of the stomach were 
repeated after attempts were made to render the heart 
susceptible by such means as feeding large doses of 
barium chloride, crushing one of the coronary arteries, 
inducing hyperthyroidism or diphtheritic myocarditis, 
using stimulants of the sympathetic and parasympa- 
thetic nerves or tying the common bile duct to produce 
jaundice. In the sensitized animals there was some 
increase in tendency to extrasystoles and to changes in 
rate after visceral dilation. The supposition is that the 
irregularities, when produced, were due rather to reflex 
stimulation, probably sympathetic, judging from the 
work of Pearey and Howard,® than to mechanical dis- 
tention of the stomach with pressure on the heart from 
elevation of the diaphragm. The effect then of flatu- 
lence on the susceptible human heart is questionable 
and, if affected, the mechanism is probably reflex rather 
than mechanical. From Owen’s® studies of medical 
students the assumption is that flatulence and belching 
do not affect the cardiac function of nonsusceptible 
persons. 

The same discrepancy between clinical experience 
and experimental evidence exists in the effect of abdom- 
inal distention from causes other than flatulence, such 
as ascites, abdominal tumors and pregnancy, on cardiac 
function. From the clinical standpoint cardiac irregu- 
larities occurring in the presence of abdominal disten- 
tion are thought to be due in certain instances to 
pressure on the diaphragm. But here again Owen ® 
was unable to demonstrate the phenomena in dogs. 
He distended with air the peritoneal cavity of lightly 
barbitalized dogs and failed to observe any electro- 
cardiographic changes before, during or after distention. 
Congenital defects in the diaphragm with diaphrag- 
matic hernias belong to this group, but their effect on 
cardiac function is ‘so individual and so related to the 
degree and character of the particular diaphragmatic 
anomaly as to make generalizations untenable. An 
example has recently been seen in a case of large dia- 
phragmatic hernia with the stomach in the thorax 
anterior to the heart, in which there were no cardiac 


symptoms. The patient was entirely unaware of the 
anomaly. 
CHEMICAL, TOXIC AND INFECTIOUS ASPECTS 


Cardiovascular Pathologic Conditions Affecting 
Abdominal Viscera—The effect which circulatory 
failure with venous congestion and anoxemia may have 
on the electrolytes of the blood and tissue fluids is not 
clearly understood, but it is well known that in passive 
congestion and edema there is retention of salt in inter- 
stitial tissue, with resultant intracellular dehydration. 
Andrus and Carter* have shown that cardiac tissue is 
particularly sensitive to alterations in hydrogen ion 
concentration. This may occur in the cardiac muscle 
itself, through products of its own metabolism, or by 
changes in py or the carbon dioxide content of the 
fluid bathing it. Andrus and Carter suggested that 
the difference in hydrogen ion concentration within and 
without the cell is a factor in controlling its excitation. 
How sensitive are the tissues of the gastrointestinal 
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tract under these conditions? Long-standing chronic 
passive congestion of the liver may disturb its furtction 
so that a change takes place in the albumin-globulin 
ratio of the blood, the osmotic pressure of the plasma 
is lowered and the small globulin molecule has ready 
access to the interstitial fluids. By this means inter- 
cellular edema in the gastrointestinal tract and else- 
where is increased, and disturbances of gastrointestinal 
function result. 

The fever, leukocytosis and high erythrocytic sedi- 
mentation rate following coronary thrombosis are evi- 
dences of generalized toxemia, with the cardiac lesion 
as the direct etiologic agent. Jaundice, which occa- 
sionally occurs in congestive heart failure,’ may be a 
manifestation of toxemia or may again be only the 
result of hepatic congestion secondary to failure of 
the circulation. 

Effect of Pathologic Conditions of the Abdomen on 
the Cardiovascular System—The number of extra- 
cardiac diseases which affect the cardiovascular system 
by some obscure chemical or toxic means is numerous. 
The field of gastro-enterology certainly includes many 
of these—typhoid fever, acute and chronic dysentery 
and acute and chronic disease of the gallbladder, to 
mention only a few. The chemical mechanisms by 
which the cardiovascular system is affected in general 
toxemia from acute and febrile illness are not known. 
Myocardial damage has been demonstrated in dogs in 
acute diffuse peritonitis by Steinberg and Kobacker.® 
The study of the effect of accessory food substances 
on the heart and of the disorders of the gastrointestinal 
tract which prevent or delay absorption of these sub- 
a" is still in its infancy but is an open, promising 

e 
REFLEX DISTURBANCES 

Cardiovascular Pathologic Conditions Affecting 
Abdominal Viscera—The question of reflex distur- 
bances which find their primary seat in the heart, with 
referred symptoms elsewhere, has received much atten- 
tion, particularly in coronary thrombosis simulating 
acute abdominal disease. The mechanism of acute and 
chronic cardiac lesions giving rise to pain referred to 
the abdomen, simulating disease of the gallbladder, 
peptic ulcer and pancreatitis, is apparently the result 
of a crossed reflex arc whereby pain fibers from the 
cardiac regions enter a segment of the cord through 
the vagus or sympathetic chains and are confused 
with the impulses entering the same segment of the 
cord from the abdominal viscera, and thus the pain is 
“referred” to the abdomen. This referred pain is often 
seen in angina pectoris and pericarditis. This was 
strikingly illustrated not long ago in the case of a 
young married woman in whom an abdominal operation 
was contemplated for four days on account of promi- 
nent abdominal signs and symptoms. A pericardial 
friction rub, rapid enlargement of the heart and symp- 
toms of progressive cardiac enlargement subsequently 
developed. 

In abdominal conditions with cardiac manifestations 
the error of regarding acute disease of the gallbladder 
as coronary occlusion is all too frequently encountered. 
There is a good deal of real justification for this con- 
fusion. As mentioned before, there is the problem of 
referred pain, either from heart to abdomen or vice 
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versa; this is common in disease of the gallbladder. 
There is experimental evidence that under certain 
circumstances stimulation of the gallbladder may cause 
cardiac arrhythmias and produce changes in the electro- 
cardiogram. Umber’? reported tachycardia, irregu- 
larities and bradycardia as due to pain of the gall- 
bladder. Hoppe-Seyler described irregularities of 
pulse of vagal origin produced by gallstone colic, Straus 
and Hamburger '* expressed the belief that extrasystoles 
in disease of the gallbladder may be due to stimulation 
of the vagus-supplied viscus (gallbladder), to absorp- 
tion of toxin from the pathologic organ or to both. A 
series of experiments on dogs, begun by Owen ® and 
continued by Crittenden and Ivy,’* in which cardiac 
function was followed electrocardiographically after dis- 
tention of the biliary system with air, did much to 
clarify the subject. As with distention of the stomach 
of normal lightly anesthetized dogs, Owen °* failed to 
produce extrasystoles or irregularities other than slight 
changes in rate when he distended the gallbladder. It 
was found that jaundice, disease of the biliary tract or 
hepatic injury sensitized the animals to cardiac irregu- 
larities and even minor changes in electrocardiographic 
form. Crittenden and Ivy ** confirmed Owen’s ° obser- 
vations and further noted that the cardiac irregularities 
were due rather to the nausea and vomiting incident to 
biliary distention in the presence of jaundice than to 
the distention per se. They observed electrocardio- 
graphic abnormalities, such as extrasystoles and auric- 
. uloventricular blocks in 10 per cent of students who 
were nauseated and retched during the swallowing of a 
stomach tube. Carrying this work to observations on 
human beings during all kinds of abdominal operations, 
Maher, Crittenden and Shapiro '* found suppression of 
the P wave and assumption of nodal rhythm in the 
majority and expressed the belief that the electrocardio- 
graphic changes are probably chiefly a result of deep 
anesthesia. Extrasystoles and bradycardia occurred in a 
few persons. The authors were unable to demonstrate 
any constant or specific relation between the particular 
surgical procedure and the cardiac response. 

Bettman and Rubinfeld ** attempted to eliminate the 
factor of anesthesia by using spinal anesthesia and 
limited the observations to operations on the gallbladder. 
They found that the effect of pressure, clamping and 
pulling on the gallbladder was to increase the cardiac 
rate. In a few cases extrasystoles developed during 
operation ; one patient had shown them before operation. 

Applying this work to clinical medicine, it is con- 
ceivable then to have electrocardiographic changes in the 
presence of acute disease of the gallbladder, particularly 
if jaundice is present, but these changes are probably 
related to nausea and retching and should therefore 
be transient. A heart which is itself sensitized because 
of pre-existing coronary sclerosis might, in the presence 
of disease of the biliary tract (which Owen § stated does 
sensitize the heart ), show electrocardiographic abnormal- 


10. Umber, Erkrankungen der und der Gallenwege, Hand- 
buch der innere "Medizin 3: tis, 1918 

11. Hoppe-Seyler: Die Krankheiten der Leber, ha 2, 1912, p. 252. 

12. Straus, David C., and Hamburger, ao Significance of 
Cardiac Irregularities in Reference to Opera "Chole- 
cystitis and Duodenal Ulcer, J. A. M. A. 82: NG (March 1) 1 
and Ivy, A. C.: A Study of 
Study of Cardiac Irregularities in 
cteric Dogs with an Analysis f the a aps by Nausea and Vomit- 
ing, Am. Heart J. 8: 507-518 ri ril) 1 

14. Maher, C. C.; Cri 
of Viscerocardiac Reflexes ‘Major Operations, 


4. 
Rubinfeld, B.: Gallbladder-Heart 
Reflex Am, Heart J. 10: 550-552 
(April) 1935. 


CARDIOLOGY—BISHOP 35 


ities on much less provocation than would a normal 
heart. In support of this hypothesis is the not too fre- 
quent observation, on which Straus and Hamburger *” 
have reported, that patients with obvious coronary dis- 
ease who in addition have chronic cholecystitis and 
cholelithiasis are sometimes rendered entirely free of 
cardiac symptoms, with return of the electrocardiogram 
to normal, after removal of the diseased gallbladder. 

Further confusion in the differentiation between 
coronary and cholecystic disease arises from the fact 
that occasionally glyceryl trinitrate will relieve the 
pain in biliary colic by relaxing the cystic, or common 
duct, spasm, thus nullifying the efficacy of administering 
glyceryl trinitrate as a therapeutic diagnostic test in 
angina pectoris. On occasion it is almost impossible to 
differentiate the two conditions. A series of roentgen 
studies of the gallbladder, if the patient is in condition 
to weather it, may help to throw the weight of diagnostic 
evidence on one side or the other. This is particularly 
true if the studies give negative results; on the other 
hand, if they show a pathologic condition, with or with- 
out stones, one can never be sure whether in any one 
particular case this is coincidental or causative. If one 
recognizes the real difficulty in making the differentia- 
tion and remembers that cholecystic and coronary 
disease may attack the same type of person and there- 
fore not infrequently coexist, one will steer an alert 
cautious course until the diagnosis is definitely estab- 
lished and thus avoid the error of operating on a patient 
with acute coronary thrombosis or progressive coronary 
sclerosis. 

Other diseases which may be confused with coronary 
disease are gastric ulcers, acute pancreatitis, mesenteric 
embolism, acute intestinal obstruction, esophageal spasm 
and diverticulitis. 

121 East Sixtieth Street. 


ABSTRACT OF DISCUSSION 

Dr. Joun R. Twiss, New York: Pain is unquestionably an 
outstanding feature of both coronary disease and gallbladder 
disease. I have studied 200 patients with gallbladder disease 
from the point of view of pain. In no less than 50 per cent 
the pain was situated in the epigastrium rather than in the right 
upper quadrant, and in a large proportion of the patients the 
pain was referred to the precordium rather than to the back, 
Since glyceryl trinitrate may relieve gallbladder pain, a study 
of the associated symptoms is sometimes of assistance. I have 
found that the symptoms of indigestion with cardiac disease 
usually are associated with evidences of cardiac decompensation 
or to some extent following the taking of digitalis. The indiges- 
tion of the patient with disease of the gallbladder, on the other 
hand, is likely to be prolonged and intermittent, commonly fol- 
lowing some dietary indiscretion such as overeating or taking 
foods to which the patient has an intolerance, such as fats. 
Being “afraid to eat” on account of the subsequent discomfort 
is a common story with cholecystitis. Further assistance in 
differential diagnosis may be obtained by physical examination 
in that conditions such as dyspnea, cyanosis and edema of the 
extremities are more common in the cardiac patient. With 
biliary tract disease I have found more frequently signs of 
localized tenderness and spasm of the right upper quadrant as 
well as jaundice. The laboratory tests which have proved most 
useful in establishing a diagnosis of biliary tract disease have 
been the cholecystogram, biliary tract drainage and the icterus 
index determinations. The existence in the same patient of both 
coronary disease and gallbladder disease, as stated by Dr. Bishop, 
is not uncommon. In my experience the most frequent sign 


in these cases is an appearance of extreme toxicity, usually 
associated with weakness and loss of weight. The blood pressure 
is commonly low; there may be cardiac irregularities, which 
Cholecystectomy has in 


I feel are due to a toxic myocarditis. 
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‘some of these cases given dramatic results not only in relieving 
the symptoms mentioned by Dr. Bishop but also in improving 
the general condition of the patient and eliminating attacks of 
pain which were apparently coronary in origin. In the absence 
of actual signs of decompensation, these patients usually stand 
operations well. Whenever possible a preliminary rest in bed 
is advisable, the glycogen reserve being built up by means of a 
high caloric, high carbohydrate diet. 


Clinical Notes, Suggestions and 
New Instruments 


DANGERS IN THE USE OF CHEMICAL 
HAIR STRAIGHTENER 


Frepric Lewis, M.D., New Yorx 


Consistent with the profession’s eternal preoccupation with 
sordid materialism is the fact that there has been no literature 
on the subject of hair straighteners. A reasonably careful 
search, including perusal of the Surgeon General’s Catalogue, 
the Quarterly Cumulative Index Medicus and Chemical 
Abstracts, demonstrates that, certainly for many years back, 
this phase of esthetics has been neglected. In some very inci- 
dental paragraphs it has been mentioned,1 to be sure, that 
materials such as gum tragacanth might impose on the hair 
a brute force, gravitational kind of rectilinearity. But, while 
medical science slept, cosmeticians have pushed the borders of 
their own domain back far beyond this mucilaginous stage. 


HISTORICAL 


Chemical hair straighteners, according to the best available 
authorities, began to evolve toward 1910. Their origin is 
obscure, probably indeterminable. For along time Negro women 
had been successfully straightening their tresses with a grease 
and hot comb mechanism, but for use on the closely cropped 
male pate there was needed a new invention. The tonsorial 
call was heard and from somewhere in New York was answered 
by an anonymous genius.2 The industry has grown hardily, 
weathering intervening depressions and recessions as only a 
staple can, and today it sells its produce in Europe, Africa, 
South America and all over the United States. There are about 
six competing houses that distribute the straightener through 
drugstores and barber shops. Their clients—principally, but 
by no means exclusively, Negroes—are satisfied ones, and they 
write lavish, spontaneous testimonials in pencil. 

The straighteners vary slightly in color and price and a 
great deal in strength, but fundamentally they are all of a 
chemistry. The 6 ounce jar (sufficient, perhaps, for three 
applications) costs somewhere between 40 and 80 cents. A busy 
drugstore may average two sales a day. The barber, charging 
a dollar a treatment, may have from one to five straightening 
contracts a month. 

CHEMISTRY 

The mode of action of hair straighteners is to make a supple 
out of a rigid ‘shaft. The cystine moiety of the hair proteins 
can be broken at its disulfide bond to induce this fiber relaxa- 
tion.2 Thus the kinking, due to thickness gradations and axial 
twists,t may be overcome. Three general types of treatment 
can be responsible for this phenomenon: 

1. Reducing substances, which ordinarily contain stannous 
chloride, sodium hyposulfite, sodium polysulfide and the like.® 

2. Agents which bring large amounts of heat to the individual 
hairs by their exothermic reaction with water (calcium oxide, 
for example).® 

3. Caustics; chiefly sodium and barium hydroxide.’ 


From Harlem Hospital. 

The chemical information involved was supplied by John V. Scudi, 
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The reducing and the exothermic agents, followed by treat- 
ment to restore the original texture of the hair, are mechanisms 
prevalent in literature on the permanent wave. Hair straight- 
ening, on the other hand, seems to be effected exclusively by 
the caustic method. Three changes may occur under the 
influence of caustics: hydrolysis, imbibition and destruction of 
the disulfide linkage. The result is a malleable protein gel ® 
susceptible to mechanical straightening, a softer hair. 

The commercial products surely differ as to all constituents 
but outstandingly in caustic content. The Federal Caustic 
Poison Act restricts the percentage of sodium hydroxide to 10, 
and so far as examination has shown the marketed straighteners 
are within this limit, although, obviously, there can be no 
regulation of their extralegal (?) manufacture in the home and 
barbershop. Much of the peril lies, no doubt, with such syn- 
thesizing amateurs who would do miracles of straightening. 

The samples analyzed were whitish yellow creams, with a 
faintly disagreeable perfume, apparently in a petrolatum and 
soap vehicle. No evidence of a reducing or of an exothermic 
substance was found. Duplicate determinations on two different 
hair straighteners showed an average caustic content, titrated 
to congo red, of 6 per cent by weight. 


REPORT OF CASES 


Case 1.—J. D., a Negro youth aged 19, was seen in response 
to an ambulance call about 11 o'clock one night in December 
1937. He was moaning in agony and daubing his cheeks with 
a wet cloth. The skin 
of his face was very [> 
edematous, covered | 
with blotches of raw, 
red erosion, and dif- 
fusely erythematous— 
of an appearance iden- 
tical with severe, sec- 
ond degree lye burns. 
The only relief from 
his excruciating “sting- 
ing” pain was contin- 
ual moisture. An al- 
most empty bottle of 
gray hair straightener 
lay on the table. The 
cream, unhappily, had 
been used on J. D.’s 
head, and the rinsings 
therefrom he had al- 
lowed to bathe his 
face. 

The patient was 
brought immediately to 
the accident room, 
treated with dilute 
acetic acid and anal- 
gesics and thence transferred to Bellevue Hospital. After 
three weeks he was discharged with the diagnosis of dermatitis 
venenata. Efforts to see J. D. for follow-up have been in vain, 
for he is gone with some fortuitous Harlem wind, nay, eddy, 
and his new address could not be found. Ii is probable, how- 
ever, that the scars are permanent. 

Case 2.—C. B., a Negro aged 45, was admitted to Harlem 
Hospital March 27, 1938, for pulmonary disease. A striking 
area of depigmentation on the forehead (as shown in the accom- 
panying illustration) excited questioning, and a history of a 
burn from hair straightener was elicited. Seven years before, 
the patient’s barber, while applying a cream for the purpose 
of straightening the patient’s hair, got, as the patient relates, 
to talking of women-people. Original sin haunted that barber- 
shop and for fully five minutes enraptured its proprietor, 
though C. B. made efforts to tell him that something was 
burning his forehead. The sequelae are not accurately remem- 
bered by the patient, but apparently there were several days 
of soreness, then crust formation and gradual exfoliation with 
disappearance of chromatophores. The depigmentation proved 
enduring, but the straightening of the hair, alas, was transient. 


Ztschr. f, physiol. Chem. 247: 6, 1937. 


Depigmentation from burn caused by hair 
straightener in case 2. 
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DANGERS 

The manner of use, as detailed by a large random sample 
of amiable barbers on Lenox Avenue, is in itself a confession 
of its dangerousness. The ears, the temples and all skin mar- 
ginal to the hair is coated first with petrolatum. When the 
“tougher” of the products is used, a protecting layer of petro- 
latum is rubbed into the scalp itself. The cream is then 
smeared like icing on the dry hair and gently blended in. Thus 
it is left for a brief time—from one to twenty minutes, depend- 
ing on the straightener’s puissance and the straightenee’s sen- 
sorium. It must be washed off promptly with many rinsings 
of hot water and careful regard for the skin of the face. (Fail- 
ing these precautions, “it give your skin the devil.”) Now the 
hair is straightened; it lies even as a lily pool, and its texture 
is silken soft. The treatment is superbiy effective. Relapses 
occur monthly. 

It is difficult to estimate the extent of danger in the use of 
hair straightener. Certainly sensitivity to the caustic is widely 
variant among individuals. We ourselves made the serene sacri- 
fice in the form of patch tests but suffered no ill consequence. 
Examination of the records of chemical burns of the scalp, 
face and neck admitted to Harlem Hospital in the last five 
years yields not a single one attributed to straighteners. Admit- 
ting physicians, on the other hand, have seen the inflammatory 
pathologic condition on many occasions and even patches of 
alopecia ascribed to straighteners. It is freely confessed by 
the barbers and the drugstore “docs” that bad burns may result 
from its imprudent use; but one must suffer to be beautiful. 


SUMMARY 


1. A reasonably thorough search of the literature reveals 
virtually no reference to hair straighteners as such. 


. Very persuasive hair straighteners are in general use. 


The cogent constituent is sodium hydroxide, which converts 
hair protein to a gel. 

3. Their use is not without danger. Burns may be of such 
severity that the employment of straighteners is inadvisable 
except with great care or under the supervision of a qualified 
fireman. 


875 West End Avenue. 


DECOMPRESSION FOR EXOPHTHALMOS 
REPORT OF THREE CASES 


Frank B. Kistner, M.D., PortLanp, Ore. 


In the remote past the profession was concerned over the 
distressing, often tragic, sequelae of progressive exophthalmos, 
particularly with those caused by hyperplastic goiter. With the 
development and progress of goiter surgery it seemed that the 
problem had been solved, but there remained a small percentage 
of patients with this condition who were not relieved, some 
even continuing a progressive course after surgical treatment 
of the goiter. I have also had an occasional idiopathic case. 

Various procedures were suggested and carried out for the 
relief of these patients with little or no success until Naffziger 
and Jones? in 1932 reported the successful result of operation 
in six cases in the previous two years and established the 
principal etiologic factor in this condition. Naffziger’s 2 article 
had a very complete bibliography on the subject of 
exophthalmos. 

Swift ? in 1934, entering the orbit by a modified Kroenlein 
approach for a supposed retrobulbar tumor, found that the 
unilateral exophthalmos was due to the same pathologic con- 
dition found by Naffziger, namely a tremendous enlargement 
of the extra-ocular muscles. His decompression was followed 
by complete relief of all symptoms. Space for expansion of 
the orbital tissues with Naffziger’s operation is at the expense 
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of the tissues in the anterior fossa, the bulk of the bone removed 
being negligible. With Swift’s procedure the result is due to 
the plasticity of the tissues in the temporal region. 

In 1936 Sewall,* working on this problem in the laboratory, 
proposed utilizing the space occupied by the sinuses to gain 
room for the orbital contents. He states that he does not 
know of this method ever having been used for the relief of 
exophthalmos. 

I am reporting three cases of decompression for exophthal- 
mos, one by the Naffziger method and two as suggested by 
Sewall. 

REPORT OF CASES 

Case 1—A man aged 22 was operated on in September 1927 
by Dr. T. M. Joyce for toxic goiter. He had moderate exoph- 
thalmos, more pronounced in the right eye. Otherwise the eyes 
were normal except for a moderate refractive error. Follow- 
ing the operation there was little change in the condition of 
the eyes for seven or eight months, at which time it became 
apparent that the exophthalmos was becoming more pronounced. 


Semidiagrammatic sketch ing tncis the periorbital fascia 
or periorbita, after removal the oor ‘the sinus, the ethmoi 
cells and the lamina papyracea. 


He was working and feeling fine in every other way. Physical 
examination revealed no other abnormality. He was given 
compound solution of iodine at intervals during the following 
five years, but the progress of the exophthalmos continued. 

By June 1933 his eyes were so prominent that he could not 
wear his glasses. There was some limitation of movement, 
especially upward and on looking to the right. He had tran- 
sient diplopia. The lids could be closed and there were no 
changes in the fundi. The right eye was much more prominent 
than the left and he said he could not see as well with the 
right eye as with the left. He insisted that something be done 
to relieve him. 

June 15, Dr. Joyce and I operated on him according to 
Naffziger’s method. The frontal sinuses were small. The 
ethmoid cells did not extend into the roof of the orbit. Bilateral 
frontal flaps were reflected; the dura of the frontal lobes was 
elevated, exposing the roof of the orbit. All the bony roof 
of the orbits external to the sinuses was removed back to and 
including the upper outer portion of the optic foramina. The 
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ligaments of Zinn were cut and anteroposterior incisions made 
in the fascia of the orbit. Postoperative recovery was unevent- 
ful. During the first few months following operation there 
was a noticeable regression of the exophthalmos, though the 
right eye still remained more prominent than the left. There 
was visible pulsation of the eye globes synchronous with the 
pulse. 

It has now been over four years since the decompression. 
Neither eye has receded to its normal position. The right 
eye is 2 mm. more prominent than the left. The patient com- 
plains of “jumps” in his eyes with each heart beat, which makes 
it very difficult for him to read. He states that the vision in 
the right eye is better than before the operation. 

Case 2.—A married woman aged 30 presented herself at the 
Portland Clinic in July 1937 complaining of “bulging eyes.” 
She gave the following history: Twelve years previously she 
had a sudden onset of swelling of the lids of both eyes. The 
swelling subsided, but the right eye continued to bulge and 
symptoms of toxic goiter developed. After three years she 
consulted Dr. W. B. Holden of Portland, who did a thyroidec- 
tomy. This relieved her toxic symptoms but not the exoph- 
thalmos. In August 1936 the left eye began to bulge and the 
vision to fail, but there were no symptoms of toxicity. In 
December more thyroid tissue was removed with no improve- 
ment of the exophthalmos. 

Corneal ulceration had occurred many times—fifteen times in 
the right eye, according to her statement—and she had a 
continuous dead aching pain in both eyes which interfered 
seriously with her rest. She complained of an occasional 
diplopia. Vision in the right eye was 20/100, in the left 20/40. 
There was some fulness of the disk with nasal blurring and 
temporal pall«r. 

Aug. 3, 1937, I performed a bilateral transfrontal ethmoidec- 
tomy, removing the entire floor of the frontal sinus, the 
ethmoid labyrinth and the lamina papyracea back to the optic 
foramina. The bone at the foramen was not removed nor was 
the sphenoid entered. It is essential to remove or destroy the 
mucous membrane lining of the frontal sinus and supra-orbital 
ethmoid cells in order not to isolate secreting membrane in a 
situation that has inadequate or no drainage. The orbital 
fascia was opened by two anteroposterior incisions and one 
transverse incision. The anteroposterior incisions were placed 
one at the lower border of the resected lamina papyracea, the 
other at the upper border. The transverse cut was started at 
the external limit of the frontal sinus and carried internally 
across the anterior ends of the two previous incisions. Before 
closing, the mucoperiosteal flap was placed to protect the fronto- 
nasal opening. 

Recovery from the operation was uneventful. The constant 
aching pain in the eyes was relieved in five or six days. It 
could be seen that the eyes were receding as soon as edema 
following the operation had subsided. The patient left Portland 
for her home twenty-three days after the operation. The eyes 
had receded 4 and 5 mm. and she was comfortable. Reports 
from her since that time indicate continuous improvement in 
her vision. 

Case 3.—September 25 I carried out the same procedure on 
a woman aged 26. Eighteen months before she had had a 
thyroidectomy for toxic goiter. There was some exophthalmos 
before the operation and it continued to progress after all the 
general symptoms were relieved. Various forms of treatment 
were tried without result. At the time of thé transfrontal 
decompression there was some puffiness of the eyelids and 
lacrimation. She could not close her lids and had had a corneal 
ulcer on one eye. Mobility of the globes was impaired and her 
vision was failing. She left the hospital five days after the 
operation. At the end of the first week the lids could be 
closed. The eyes had receded to within normal limits in four 
weeks. The vision has improved and there has been some 
increase of mobility of the globes since then. 


COMMENT 

So far as I know this is the first report of the space occupied 
by the sinuses being utilized for the relief of exophthalmos. 

The advantages of this operation over that of Swift or 

Naffziger are that it is less formidable, there is less disfigure- 
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ment from the scar than by the Kroenlein approach, it provides 
actual rather than potential space for expansion of the orbital 
contents, it does away with the pulsation of the eyes which 
was such a disagreeable sequel in the case in which I operated 
by the Naffziger method, and it can be done when widely 
extending supra-orbital cells would make the Naffziger pro- 
cedure impracticable. 


Mayer Building. 


Special Article 


THE PHARMACOPEIA AND THE 
PHYSICIAN 


THE TREATMENT OF INFANTILE 
ECZEMA 


FROM THE POINT OF VIEW OF THE 
DERMATOLOGIST 


MARION B. SULZBERGER, M.D. 
NEW YORK 


This is one of a series of articles written by eminent authori- 
ties for the purpose of extending information concerning the 
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According to modern interpretation, the term 
“eczema” describes not a disease entity but a more or 
less characteristic form of cutaneous reaction. Although 
it is difficult to give a brief, yet accurate, description of 
the eczematous reaction, I believe that the following 
definition enjoys the most universal acceptance: All 
“eczemas” consist of inflammatory reactions in the 
uppermost portions of the skin. These reactions are 
characterized, clinically, by one or more of the follow- 
ing: erythema, papulation, vesiculation, oozing, crust- 
ing, scaling and thickening, and, histologically, by intra- 
epidermal edema (spongiosis), vesicles, parakeratosis 
and acanthosis, and with concomitant, more or less 
marked, acute or chronic inflammatory changes in the 
upper cutis. This form of reaction is the most common 
of all dermatologic changes ; “eczemas” of various types 
and from various causes rank with the common cold 
and with acne vulgaris as perhaps the most frequently 
encountered of all human diseases. 

In recent years, dermatologists have been trying to 
distinguish more and more sharply between the various 
forms of eczematous and eczematoid dermatoses, as 
seen in older children, in adolescents and in adults. 
Most observers agree that in patients beyond infancy 
and in typical cases the expert should be able to differ- 
entiate between the following main representatives, each 
one constituting in all probability a more or less distinct 
entity, which is often fundamentally unrelated to the 
other forms. 

1. Eczematous contact-type dermatitis (true “eczema” of 
Jadassohn,! Bloch? and many American authors). 


This is the most common form of allergic cutaneous 
disease in adults; in all probability it is the most com- 
mon of all allergic diseases. 


2. Atopic dermatitis (Coca-Sulzberger) (synonymous with 
prurigo of Besnier, lichen chronicus disseminatus of Vidal, 


hs is the second of three articles on this subject. 
Josef: Dermatologie, Vienna-Bern, Weidmann & Co., 
2. Bloch, Br The Role of Idios y and Allergy in Derma- 
Arch. & 19: 175 (Feb). 1929. 
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“nevrodermite diffuse” of Brocq and “spaet exudatives ekze- 
matoid” of Rost). 

3. Seborrheic dermatitis or seborrheic eczema of Unna. 

4. Nummular eczema; “orbicular eczema,” “parasitic eczema,” 
the “exudative neurodermite” of Kreibich and the “true eczema” 
or “autosensitization eczema” of many English dermatologists. 


A common cutaneous disease of entirely unknown 
etiology and pathogenesis, generally appearing in 
sharply circumscribed, round or oval plaques of various 
sizes, often highly pruritic and favoring the extensor 
surfaces. 


5. Eczematous and eczematoid responses to micro-organisms, 
either present at the affected site or originating from foci else- 
where in the skin or elsewhere in the body. 
the eczematous microbids of Jadassohn, Darier and Bloch.) 


The best known representatives of this group are 
the eczematous fungous eruptions, known as derma- 
tophytoses and dermatophytids, and the eczematous 
reactions to monilia. 

6. Eczematous and eczematoid eruptions from physical causes 
(friction, repeated trauma, scratching, light, heat, cold, moisture 
and the like) and from chemical irritation (alkalis, acids, salts, 
terpenes, and so on). 

7. Lichen chronicus simplex circumscriptus of Vidal (cir- 
cumscribed neurodermatitis). 

8. Combinations of any and even of all the foregoing forms. 


It is undeniable that the great progress which has 
been made in the subdivision of these dermatoses in the 
age groups above infancy not only has led to theoretical 
advances and to an approach to clearer understanding 
of pathogenesis but has also been most fruitful in the 
practical management of many of these cases. Today 
the dermatologist usually approaches the problems of 
treating an eczematous or eczematoid eruption in an 
older child or in an adult by first attempting to sub- 
classify the dermatosis in its proper category among 
the groups mentioned. For determination of the exact 
group or groups into which a particular case will fall 
often determines the entire therapeutic approach, the 
prognosis and the prophylactic measures. Methods 
that are successful in one group are often unsuccessful 
and even harmful in another. 

For these reasons an attempt to classify, in a similar 
manner, the eczematous and eczematoid eruptions in 
infancy was obviously indicated. (Here I define 
“infancy” as up to the age of 2 years.) 

One finds, most recently, that attempts to identify 
some of these various forms have gradually 
advancing from the specialistic into the pediatric and 
general literature both here and abroad. Hill‘ for 
example, who is the author of the most complete and 
recent practicai chapter on this subject, is in essential 
agreement with the outlined classification;*® he now 
distinguishes between infantile eruptions which may be 
classed as (1) seborrheic dermatitis, (2) eczematous 
fungous conditions, (3) contact dermatitis and (4) 
atopic dermatitis. But Hill too emphasizes the many 
combinations and transitional forms, the frequent insur- 
mountable difficulties in differential diagnosis and the 


3. Sulzberger, M. B., and Hill : Evolution of Atopic Derma- 
titis, “Arch, Sy h. 32: “sr (Sent) 1935. Rostenberg, Adolph, 
Jr., M. Some Results of Patch Tests, ibid. 35: 
433 Spain, Sammis and Shahon.* Sulzberger 
and Goodman. Sulzberger and Rostenberg.® Sulzberger.*. Sulzberger 

man. 


H . W.: Eczema, chapter 43, in Brennemann, Jose 1388 Practice 
of Pediatrics, Hagerstown, Md., Prior Company, . 

. Rackemann, Francis; Ratner, Bret, and ound 
Table Discussion on Allergy in Children, J. Pediat. 9: 804 (Dee) ae 
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fact that in infants the topical and dermatologic treat- 
ment is the same, or very similar, in all these different 
groups. 

I should certainly be the last to deny the necessity 
for continued efforts in the endeavor to subclassify 
the eczematous and eczematoid eruptions in all age 
groups, for I have been a strong proponent of this 
endeavor and am convinced that examples of many 
or even all the forms found in adults may be present in 
infancy.° 

However, the situation in infancy is distinctly differ- 
ent from that in adults, particularly because of the addi- 
tional diagnostic difficulties encountered in infants. I 
doubt whether the nondermatologist who approaches 


~the problem of practical treatment will, in the present 
‘rudimentary state of knowledge in this field, derive 


much of value in attempting to distinguish between the 
various forms of eczematous and eczematoid dermatitis 
in children below the age of 2 years. Some of the 
reasons for this doubt may be summarized as follows: 

1. In infants the atopic form or forms in which atopy 
plays a major role is numerically so preponderant that 
each of the other types represents only a small, almost 
insigni. cant fraction of the total cases encountered. 
(The criteria for establishing the atopic nature of infan- 
tile eruptions may be found in my previous papers * and 
in the other articles in this symposium.) 

2. The localization in the infantile cases does not 
usually permit the clearcut distinctions often found in 
adults. In iniants the scalp and face seem to be the 
sites of predilection not only in seborrheic but also in 
atopic forms; there is usually no marked favoring of 
antecubital and popliteal spaces, even in the most typ- 
ically atopic cases. Thus the infantile eczematous erup- 
tions do not, as a rule, present the typical distributions 
which constitute such important aids in the differential 
diagnosis of the adult forms. 

3. The blistering and weeping, which are almost 
pathognomonic of adult contact-type dermatitis and 
which are absent in uncomplicated atopic and _ sebor- 
rheic dermatitis in adults, are likely to be present in 
all forms of infantile eczema. 

In my opinion this may be merely a result of a differ- 
ence in the properties of infantile skins which permit 
exudation from below to permeate aind progress upward. 
The superficial structures then naturally respond with 
vesiculation (compare also the different type of wheal- 
ing which cutaneous tests elicit in infantile, as con- 
trasted with adult, skins). The superior tendency to 
vesiculation in young skins is seen not only in eczema- 
tous and eczematoid eruptions but also in the blisters 
encountered in many other infantile dermatoses, for in 
infants blisters often appear in dermatoses which are 
usually nonvesicular in adults (syphilis of pemphigoid 
type, bullous impetigo, bullous scabies, bullous reactions 
to insect bites, urticarias topped by small vesicles, 
miliaria and the like). In infants the vascular and 
urticarial reaction of atopic dermatitis * and the inflam- 
matory edema of seborrheic dermatitis often lead to 
vesiculation, weeping and crusting, while these same 
cutaneous conditions produce no manifest vesicles or 


Sulzberger, M. B.; Spain, W. C.; Sammis, F., and Shahon, H. L: 
Studies in Hypersensitiveness in poe Dermatoses, J. Allergy 3: 423 
(July) 1932. Sulzberger, M. B., man, Joseph: Description of 
a Technic for the Study of Ailergy i in Eczematous and Eczematoid ee 
toses, 134 (March) Sulzberger, M, 
Rostenberg, Adol Procedures in the of 
Certain Allergic Dernaioss, rgy 6: 448 (July) 1935. 

7. Sulzberger, M. for the of Certain 
Allergic Dermatoses, "Michigns M. Soc. 78 1935; Remarks 
on Definitions and Classifications in Certa rms 
Allergy, New England J. Med. 215: 330 pe 20) 1936, 
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crusting when older persons are affected. And thus, 
as previously mentioned, the most helpful clinical cri- 
terion in the attempt to distinguish between atopic or 
sebhorreic and contact dermatitis in adults is likely to 
be entirely absent in the infantile eruptions. 

4. In infants, the results of various forms of cuta- 
neous tests and the changes with regard to antibodies 
do not help to differentiate between atopic and non- 
atopic forms in the same degree as in adults. For 
example, almost all patients with infantile eczema (over 
80 per cent in my material *) have positive wheal reac- 
tions and reagins to egg-white, and, as Peck and 
Salomon ® and Hill*® have shown, also to cutaneous 
tests with house-dust and other inhalants and thus, by 
these criteria, would be atopic. However, many of 
these very cases would certainly seem to be strongly 
seborrheic, if one would judge only by the appearance, 
by the clinical course and by the response to the 
therapy.® 

5. The mixed forms, transitional and complicated 
cases (impetiginization, fungi and the like), exist in 
adults but are much more common in infants—so com- 
mon, indeed, that many infantile cases cannot be 
further classified. The eruption in infants often pre- 
sents a crusting, oozing, excoriated and superficially 
infected dermatitis of noncharacteristic and nondiag- 
nostic appearance. 


GENERAL MANAGEMENT AND THERAPY 


When one considers these examples of the many 
difficulties which, in infancy, beset subclassification even 
by the expert and when one further realizes that, as 
stated, the vast majority of infantile eczemas are atopic 
and, more important still, that the management of all 
the different forms in infants is often identical, it seems 
to me that, from purely practical considerations and 
until medicine has acquired more accurate knowledge 
in this field, the nondermatologist will be more success- 
ful if he discards theory and, for the present at least, 
regards “infantile eczema” as a cutaneous eruption to 
be managed as a unit. The management of these cases 
is then reduced to questions of logical and dermatologic 
approaches, based on the characteristics and circum- 
stances of the individual case, on the form and stage 
of the eruption and on the sites affected. 

In other words, the dermatologic treatment is deter- 
mined by the state of the skin rather than by the cause 
or category of the eruption. In infantile eczema the 
most promising therapeutic approach is that which is 
directed against the presenting manifestations; for 


8. As Schloss and his collaborators (Anderson, A. F.; Schloss, O. M., 
The Absorption of Antigenic Protein 
oc, Exper. Biol. & Med. 23: 180, 1925. 
DuBois, R. O.; , 0. M., and Anderson, A. F.: The Development 
of Cutaneous Hypersensitiveness Following the Intestinal Absorption of 
Antigenic Protein, ibid. 23: 176, 1925. Lippard, V. W.; Schloss, O. M., 
and Johnson, Priscilla A.: Immune Reactions Induced in Infants by 
Intestinal tT of Incompletely Digested Cow’s Milk Protein, Am. J. 
Dis. Child. : 562 {March} 1936) have demonstrated, in many infants 
there are likele to develop, transitorily, not only precipitins but also positive 
specific wheal reactions to cutaneous tests after ingestion of a new article 
of diet. Most probably this will be found to hold true also after any 
massive exposure to a new inhalent or other environmental factor. It is 
therefore obvious that many of the evanescent cutaneous reactions to the 
foods that the infant has ingested or to the substances of his environment 
cannot be considered as signs of atopy; moreover, many of these reactions, 
including those to egg-white, are of course without clinical significance. 
Even the marked and persistent cutaneous reactions to egg- -white, to house 
dust and the like which w perhaps be considered as a sign of atopy are 
surely not always a proof of the etiologic rule of the specific substance. 
This was first clearly shown by Sallenbach (Untersuchungen jiber die 
Eiklar- und Storm- Reaktion, Arch. f. Dermat. u. Syph. 165: 198, 1932) 
in the case of egg-white and infantile eczema (see Hill,* Sulzberger, Spain, 
Sammis and Shahon,” Peck and Salomon” and Hill 10), 
Peck, S. M., and oe Gustav: Eczema in Infancy and Child- 
. < ontacts as Et iologic Agents with Particular Reference to 
oe Am. J. Dis “Child. 46: 1308 (Dec.) 1 
10. Hill, L. : " Sensitivity to House Dust and Goose Feathers in 
Infantile Eczema, J. Allergy 8:37 (Nov.) 1937. 
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example, the removal of crusts and scales, the combat- 
ing of infections, the soothing of irritation, the alle- 
viation of itching and the prevention of scratching 
regardless of the subclassification or technical name of 
the particular form. 

In this approach it is well to remember, first, that 
one is often dealing with not one but at least two and 
sometimes even three or more patients. The mother 
and the other person or persons who are taking care 
of and are concerned with the child must be meticu- 
lously instructed in the proper procedures and must 
commonly be regarded as the major sufferers and 
reassured, calmed and inspired with confidence. To 
accomplish this, it is best to commence enumerating, 
for their benefit, the cheering points, approximately as 
follows: 

1. The baby will almost certainly get over the cutane- 
ous disorder. This is true, for, while about 50 per 
cent of the adults with atopic dermatitis have had 
infantile eczema, only a smaller proportion of infantile 
eruptions go on to adult forms. In most instances 
there is spontaneous cure at about the age of 2 years 
or before. 

2. No marks and no scars will be left by the erup- 
tion.'* The child’s skin has every prospect of eventually 
being as perfect as that of any other child. 

3. The cutaneous condition is not contagious. 

4. The baby is a “healthy” one. The inner organs, 
the blood, the nerves and so on are all in good condi- 
tion. The general health, nutrition and the like of the 
baby will not suffer because of the eczema. (In spite 
of all the itching, the sleeplessness, the scratching and 
the often massive superficial infection, it is remarkable 
to note that these children, almost without exception, 
maintain an excellent state of health, of nutrition and of 
rate of growth.) 

5. Provided the local treatment is correctly executed, 
there is practically rio danger whatever of “infection” 
or “blood poisoning” in spite of all the scratching. 
(Enlargement of the lymph nodes may occasionally be 
present but suppuration is rare. ) 

The baby is not really suffering to the extent to 
which it appears to be. When it gets over this trouble, 
no general impairment will remain and no memory of 
the episode. (Atopic babies are, of course, candidates 
for atopic cutaneous diseases and asthma and hay fever, 
but these later troubles cannot be regarded as actual 
sequelae of the infantile eczema. ) 

Reassuring statements of this type will often pave 
the way to cure by enabling the distressed family to 
compose itself and become cf valuable assistance in the 
further management. 

From this point on the treatment becomes purely 
dermatologic—with perhaps a dash of practical allergy. 
In our present state of knowledge—or, rather, of 
ignorance—the value of general pediatric or medical 
studies is surely negligible so far as finding systemic 
changes or other underlying disturbances as causes of 
infantile eczema. 

The most practical point of view for both physician 
and mother, nurse or other attendant is that which 
regards infantile eczema as a result of maladjustment 
of the skin to the radical changes of environment which 
occurred when the baby moved from the uterus into the 
world. 


11. M. B., and Goodman, The Relative 
of Specific Skin n Hypersensitivity in Adu t Atopic Dermatitis, J. A. M. A. 
106: 1000 (March 21) 1936 
. This is true except jin rare instances with exceptionally deep 
traumatization and infection. 
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The skin is not only the most delicate and the most 
exposed organ; it is also that organ which has, to 
the greatest degree, the function of protecting the 
individual from the outside world, of adapting the indi- 
vidual to the environment. It is therefore not surpris- 
ing that certain skins—and apparently most particularly 
those of atopic babies—will suffer and will be unable 
‘at first to cope with the abrupt and radical transitions 
that take place in changing from intra-uterine to extra- 
uterine life. All the new substances of the outside 
world—dust, feathers, wool, silk, animal emanations, 
gases, vapors, cleansing agents, caustics (soaps !)—begin 
their onslaught, and the varying physical forces—-heat, 
cold, light, moisture, friction, pressure—all must be met 
and compensated for by cutaneous adjustments and 
regulatory mechanisms. The hordes of living micro- 
organisms—fungi, bacilli, cocci and virus which begin 
to settle on the surface of the skin and take up their 
activities there—must be controlled and resisted. In 
addition to all these external attacks, the skin must learn 
to cope with the hematogenous supply of the products 
of diet and digestion and of substances absorbed by 
inhalation.’* Moreover, the skin must be able to adapt 
itself to the products emanating from new foci of 
internal and external infection, to the products of 
metabolism and of cutaneous excretions and to the 
influences of the newly coursing nervous and other 
impulses. 

It therefore follows that the eczematous baby should 
be protected, as far as possible, against the violence 
of these onslaughts. The temperature of the room and 
of the entire environment should be kept even (about 
68 F.). The clothing should be light, soft and cool; 
next to the skin smooth cotton or linen should always 
be used in preference to woolen or other rough 
materials. 

The baby’s skin should be kept ciean and soft, and 
this must be accomplished without the use of soap. If 
there is one point on which all authors agree, it is this: 
Except on the scalp, soap is “poison” for most infantile 
eczemas. It is my opinion that the greatest care must 
be taken to see that no soap remains in the clothing or 
bed linen. The most thorough and repeated rinsing of 
all garments and linens is essential. 

Instead of soap being used, the child should be 
sponged or bathed with tepid water to which bran, 
starch or oatmeal ** has been added. In many cases 
it is advantageous to add tar to the bath. This can be 
done by putting from 2 to 3 cupfuls of solution of 
coal tar, N. F., in the small tubful of water or by 
adding 1 or 2 tablespoonfuls of the purchasable oil 
of cade and sulfonated castor oil mixtures.* These 
baths may be given at intervals varying from twice 
a day to once every two or three days, according to 
the effects observed. 


13. Sul ue B., and Veughan, W. T.: Experiments in Silk 
Hypersensiti and the een of Allergen in Atopic Dermatitis, 
J. 5: 554 (Sept.) 193 

14. Ot course these sdditions must not be used in cases of allergy to 
the particular cereals, It is the first duty of the physician to guard 
against the error of prescribing any remedy which may contain an ingredi- 
ent to which the patient is sensitive. In this connection it should be 
mention that proprietary remedies of unknown composition present 
unknown dangers and are therefore always improper therapeutic agents. 
Not only active therapeutic ingredients but also vehicles, bases and the 
like must be considered as possible irritants. It is not always easy to 
avoid the many pitfalls. But with due care the physician can usually 
avoid the obvious hazards, such as those of prescribing ointments contain- 
ing wool fat or wool fat derivatives in cases of sensitivity to wool, or of 
recommending olive oil, peanut oil, sesame oil, corn oil, cottonseed oil, 
linseed oil or fish oil (vitamins) for topical or internal use in cases in 
which there is sensitivity to the respective cereals, foods, animals and 

ike. 

15. A mixture of this kind is manufactured by the Almay Pharma- 
ceutical Company of New York. 
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Soap substitutes such as sulfonated oils or alcohols, 
aliphatic esters and other nonalkaline detergents may 
be given a trial. 

In cases in which the bath does not seem to be well 
tolerated, baths must be discarded and other cleansing 
measures must be redoubled. These measures—and it 
should be noted that they are to be employed after 
every bath as well as in lieu of a bath—consist of : 

1. The careful removal of all crusts, scales and 
débris, often best accomplished after gentle sopping or 
after the application of wet compresses (see prescrip- 
tions 8 to 11 inclusive) or of bandages soaked in olive 
oil or liquid petrolatum (prescription 1 A and B). 


Prescription 1.—Lubricating and Softening Oils and Greases * 


A, (Salicylic acid 1 to 2 per cent) 
live oil, = sufficient quantity 


B. Liquid sattalindiege. in sufficient quantity to make 120 Gm. 
Label: For softening and for removal of crusts. Apply as directed. 
*In all the prescriptions submitted with this article, medicaments that 
can be omitted or included in any number and at will are enclosed in 
parentheses. Square brackets are used to enclose medicaments which 


should not be used simultaneously but which may be used as substitutes * 


for one another. 


2. The inunction of the baby’s entire skin with one 
of the oils mentioned, followed by a generous sprinkling 
of plain, unscented, finely powdered talc or zinc stearate 
or other mild dusting powder (for example. the one 
given in prescription 2). 


Prescription 2.—Mild Dusting Powder 
{Powdered Boric acid..............0055 1 to 3 per cent 


or 


Zinc oxide 

Zinc stearate 

Purified talc........ each in sufficient quantity to make 30 Gm. 
Mix and dispense in a sifter-top can. 
Label: Use freely as required. 


In the cleansing process, particular attention should 
be paid to the crevices and folds of skin—to the 
so-called intertriginous areas. 

During the cleansing, the medicaments that have been 
applied should be removed gently with the oily or 
aqueous solution, care being taken not to injure the skin 
by rough measures or by too vigorous rubbing. It is 
better to leave some of the medicament and apply the 
new layer over the remains of the old than to use 
force in the process of removal. 

Several useful oily or greasy prescriptions for remov- 
ing medicaments and for lubricating the skin are here 
submitted (prescriptions 1 and 3 


Prescription 3.—Softening and Lubricant Cream and Soft 
Ointment Vehicle 


Gm. or Ce. 


and label: 
layer (if required). 

(This preparation may be used also as a vehicle for antipruritics 
{menthol 0.25 4 cent, menid 0.25 per cent], crude tar from 5 to 10 
per cent, — an (a distillate from ponagremrng shale) from 5 to 20 per 
cent, ammoniated mercury from r cent, or almost any other topical 
medicaments except salicylic and other acids that will break down the 
emulsion 


Apply by gentle massage and bandage on in a thick 


Among the other general hygienic measures, the care 
of the diapers deserves mention, particularly in inter- 
triginous or gluteal eruptions. As already stated, these 
skins are almost always sensitive to friction and to 
alkalis and the diapers must therefore always be soft, 
clean, loose and free from every trace of soap. Rubber 
“panties” and the like should be dispensed with. More- 
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over, the effects of ammoniacal stool and urine must be 
obviated ; this is most readily accomplished by rinsing 
the diapers with a mildly acid and antiseptic solution. 
In most cases it is sufficient to soak the napkins in a 
saturated solution of boric acid.’*° The affected inter- 
triginous areas may be painted with a mildly anti- 
pruritic, parasiticidal and acidifying shake lotion, such 
as that given in prescription 4. In this prescription 
the resorcinol and the addition of solution of coal tar, 
N. F., are particularly effective in cases of the sebor- 
rheic type and the resorcinol or the red mercuric sulfide 
alone in cases complicated by monilia and other fungi. 
When resorcinol is used on infants it is safest not to 
apply it to large areas. Signs of cutaneous irritation 
and particularly of systemic poisoning, i. e., phenoluria, 
must be watched for. 

Among the other general measures, regulation of the 
diet, with the proper proportions of protein, fat and 
carbohydrates, as well as vitamins and minerals, should 
be carried out by pediatric methods according to the 
weight and general condition of the patient, the type 
of stool and the like. It is my experience, however, 
that such general regulation has little influence on an 
infantile eczema except in isolated cases and in infants 
who are obviously overfed and pasty. Of recent years 
diets such as those low in animal protein and high in 
fresh fruits and vegetables have been recommended in 


Prescription 4.—Mildly Parasiticidal, Soothing and Drying 
Antiecsematous Paint (Shake Lotion) 


0.25 to 0.5 per cent) 
0.25 to 0.5 per cent) 
(Red mercuric sulfide ...........4... 1 to2 percent) 
(Solution of Coal Tar, N. F.......... 1 per cent) 
Calamine lotion......... sufficient quantity * to make 120 cc. 


Dispense in a wide-mouthed bottle. 

Mix and label: Shake weli and paint on affected parts three or four 
times a day, using an ordinary flat varnish brush. 

* The calamine lotion, N. F., contains 80 per cent of prepared calamine 
and zinc oxide. 


atopic forms, and diets high in protein (casein) and low 
in fats and carbohydrates are said to be useful in 
seborrheic forms. The detailed discussion of dietetic 
approaches will doubtless be covered by Dr. Hill in the 
present symposium. 

The elimination of possible allergens from the diet is 
of much greatér importance than are general dietary 
measures. It is my conviction that the empirical 
approach is usually more fruitful than any other in 
children under 2 years of age. The approach through 
the history, the close observation of the effects of 
elimination and reexposure to certain foods and the con- 
stant awareness that a certain few foods are notorious 
offenders will prove to be more successful, as a rule, 
than reliance on the results of hundreds of cutaneous 
tests. For, although results of cutaneous tests are occa- 
sionally most useful guides, positive reactions to cutane- 
ous tests are, in infantile eczema, often without clinical 
significance, even when accompanied by specific reagius ; 
conversely, substances that fail to elicit cutaneous reac- 
tions may nevertheless sometimes be factors in the 
production of the eruption. 

For these reasons certain almost obvious empirical 
conclusions are likely to be of greater help than any 
cutaneous tests. When an eczematous baby has a 
family history of asthma or hay fever and is being fed 
nothing but milk, the simplest and often the most 
effective procedure is to try the complete elimination 
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of ordinary milk and the substitution of denatured 
milk or a milk substitute.’ 

Moreover, if after a reasonable triai any case of 
infantile eczema has proved to be refractory to topical 
measures, it is advisable to undertake the elimination, 
one by one, of such potential common dietary causes as 
cow’s milk, wheat, eggs, citrus fruits, spinach, peas, 
tomatoes, fish and fish products, named here in the 
approximate order of importance. The details of elimi- 
nation, substitution and regulation of the diet to avoid 
deficiencies of any type are covered in the contributions 
of my colleagues in this symposium. 

One of the most striking facts about infantile eczema, 
and one to which perhaps insufficient attention has 
been accorded, is the observation of the almost unbeliev- 
ably potent effects of environment in the broadest sense 
of the word. 

As has often been stressed, and as has recently been 
substantiated by Osborne, a high percentage of all 
infantile eczemas “clear up,’’ sometimes with spectacular 
rapidity, on hospitalization or other radical change of 
environment and without any other therapy whatever.*” 
This phenomenon is also observed in adult atopic 
dermatitis and in many other dermatoses." 

I am certain that Rappaport and Hecht will present 
convincing evidence to show that environmental 
allergens may be of great significance in certain cases 
of infantile eczema and that these allergens include 
particularly the specific house dust and the substances 
coming from pillows, mattresses, bedding, rugs, draper- 
ies and dyed and colored objects. It is therefore 
expedient to remove all sources of such dusts. No 
feathers,® kapok mattresses, overstuffed furniture, rugs 
or draperies should be present. The room should be 
as bare as barracks, with washable walls and floors, if 
possible. An iron cot with a sterilized horsehair mat- 
tress and plain, painted wooden chairs should constitute 
the bedroom furniture. If kapok and feathers cannot 
be removed, the mattress, pillows or other articles con- 
taining these allergens should be covered with so-called 
allergen-proof covers. 

Whenever possible, these precautions should be taken 
as a routine not only because they sometimes result 
in striking improvement of the eczema but because 
some eczematous infants are surely strong candidates 
for future respiratory allergy, in which these environ- 
mental dusts may be of prime importance.’® 

In infantile eczema the face and scalp are the most 
common and usually the most important sites affected. 
Crusts should be removed from the scalp by soaking 
with the oil given in prescription 1. This oil should be 
applied two or more times a day by thorough massage 
and held in place with oil-soaked, soft linen or cotton 


Rappaport, B . Z., and Hecht, Rudolph: The Treatment, of Infantile 
Bestia | rom the Point of View of the Allergist, J. A. M. A., to be 
pu 


18. In controlled experiments I have been able to convince myself that 
the improvement in some o ese cases was not due to dietary changes 
or to changes in the general care of the infant, for the sudden improvement 
occurred even when the home diet was brought t to the hospital and even 
when the mother continued in complete charge of the hospitalized child. 
The change responsible for the beneficial effects was therefore an environ- 
mental one in which the word “environment” may include a great many as 

yet unknown an nal purely physical factors. 

19. I have often expressed the opinion that the ‘environmental substances 
mentioned, such as wool, silk and dyed materials, may produce vascular 
cutaneous reactions not "only through or and sub- 
sequently hematogenous distribution to vessels of the skin 
but also by direct exposure from without. 6 ory previously referred to 
the permeability of the infant’s skin, as evidenced by the strong po ay 
to vesiculation. It is probable that this permeability exists not onl 
substances and fluids coming from within but also to those coming a. 
without, so that allergens may nag transepidermally and may thus 
ic reactions, even when the shock tissue is situated in the 
This penetration may be possible even when the 

is, of course, almost certain w er the skin 
domtaged and whenever the skin’s protective continuity 


vessels of the — 


is interrupted.” 
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cloth, covered with a bonnet or cap. Such a cap is 
easily made from the top of a woman’s white stock- 
ing. After twenty-four, forty-eight or seventy-two 
hours of such treatment most of the crusts can usually 
be removed, and treatment with prescription 5, 6 or 
7 may then be instituted. These ointments should be 


Prescrietion 5.—Scalp Ointment 1 


Solution of coal tar, N. F............055. 5 per cent 
[Red sulfide ...... 1 to 2 per cent 


Combine with the “soft ointment” of rx tion 
or in petrolatum sufficient to make 
Mix and label: Rub gently into affected parts a two to four times 
daily and bandage on as direct 
* Effect must be carefully observed because of possible sensitization to 
mercury 


3 per cent*] 
3 


Prescription 6.—Scalp Ointment 2 Containing Sulfur 
and Salicylic Acid * 


Precipitated sulfur 
Liquid petrolatum 


2 to 3 per cent 
2 to 5 per cent 


Petrolatum........ each in sufficient quantity to make 30 Gm, 


Mix and label the same as prescription 5. 
*Do not use when mercury is used. 


Prescription 7.—Scalp, Face and Body Ointment 


Solution of coal tar, N. F..........0ece0- 
(Ammoniated mercur 
{Combine with simple ointment, U. 


5 to 20 per cent 
lto 3 per cent) 


S. P. XI 


or 
preferably without wool fat, as in U. S. P. X] to make 30 Gm, 
Mix and label: Apply and handage as directed. 


massaged in gently, twice a day or oftener, bandaged 
on a thick layer and removed gently with olive oil or 
liquid petrolatum before each new application. The 
scalp apparently tolerates soap and water as well as 
most other remedies to a much greater degree than does 
any other part of the body’s surface; it is therefore 
permissible and often advisable to wash the scalp 
thoroughly with a bland soap before beginning treat- 
ment, and at intervals of once or twice a week 
thereafter. 


Prescription 8—Mild Astringent Solution 


{Solution of aluminum subacetate, N. F., or solution of 
aluminum acetate, 240 ce.J 
Label: Dilute with from fifteen ‘“ twenty parts of water and use as a 
cleanser [or apply as a wet poultice or dressing]. 


Prescrretion 9.—Mild Astringent and Disinfectant Solutions 
0.065 Gm, 


A. Potassium permanganate (tablet) 

Thirty tablets. 

Mix and label: 

water (1:7,000 or 1: 
before using. 


Add one tablet to approximately 1 or 2 pints of 
14,000 solution). Stir and dissolve thoroughly 


or 
Potassium permanganate ...........ccecceeeee 2.5 Gm. 
baked to make 120.0 cc. 


Mix and label: One-half or one teaspoonful to 1 pint of water (approxi- 
mately 1: 12,000 or 1: 6,000 solution of potassium permanganate), 


Prescription 10.—Mild Antiseptic and Astringent Solution 


Boric acid (crystals or, if crystals are not obtainable, powder) 120 Gm. 
Label: One teaspoonful to each tumblerful of het water; allow to cool 
and apply as cleansing solution or as wet compresses. 


Prescription 11.—Boro-Salicylated Solution 
( Thiersch’s Solution) * 


Gm. or Ce 


Mix and label: Apply undiluted as a wet compress. 
* Pharmaceutical Recipe Book II, page 205. 


In managing the facial eczema, the crusts and the 
more severely impetiginized and infected areas are 
first treated by repeated and assiduous sopping with 
absorbent. cotton and oil (prescription 1 A or B with 
or without the salicylic acid, or with cotton moistened 
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with one of the mildly antiseptic and astringent solu- 
tions given in prescriptions 8, 9, 10 and 11). 

Moreover, these solutions can be applied as wet 
compresses to great advantage, always provided the 
correct technic can be rigorously observed.?° In the 
periods between these swabbings prescription 3 or 5 
should be massaged in gently and reapplied as often as. 
necessary to keep the face lubricated and constantly 
covered. All crusts that can be removed should be 
swabbed off with soft cloth soaked in oil ( prescrip- 
sp 1) or with cream (prescription 3) at least twice 
a day. 

After the worst of the crusting and impetiginization 
has been eliminated (usually in two or three days), 
the face is often best treated with crude coal tar 
(prescription 12 or 13). 


Prescription 12.—Coal Tar * 
Coal tar, N. F., 30 Gm. 
a and label: Paint on the affected areas and powder over with 
talcum. 
* May be used with or without _— and bandages. Not to be used 
on extensive, infected or open areas 


Prescrietion 13.—Coal Tar Ointments and Pastes 


A. Coal tar, N. F., 3 to 5 or even to 10 per cent [in zinc. 
oxide ointment or paste ” zine oxide, N. F.], in sufficient 
quantity to make 30 Gm 
ix. 

or 

B. Ointment of coal tar, N. 
paste of zinc oxide), 30 

Label: Apply to affected parts two or more times a day. 

(This is the most universally employed and often the most effective of 
all topical remedies in infantile eczema. The possibility of local or general 
coal tar must be borne in mind when this or prescription 

is use 


F. (this is 5 per cent coal tar in 
Gm. 


I have found direct application of undiluted tar, 
painted directly on the face—a thick layer covered with 
purefied tale—to be one of the very best of all methods 
of treatment. This method of application has in my 
hands been not only more effective but also, on the 
whole, less likely to irritate than any other active 
remedy.** The tar should be left on from one to 
three days, and then a face mask with yellow or 
borated petrolatum should be applied for twenty-four 
hours. The tar painting should then be repeated, the 
layer to be left on for another two, three or four days, 
again followed by a day of lubrication. This procedure 
can be repeated several times more if necessary. (The 
baby should not be exposed to sunlight when tars in 
any form or other photosensitizing agents are used.) 

Face masks should be made of soft, unstarched, 
smooth, closely woven linen or cotton cloth. The mask 
is cut with holes for the eyes and openings for the 
mouth and nose. It must be large enough to reach 
over the forehead to the occiput on top and to the 
middle of the neck below. It can first be tied by means 
of sewed-on tapes and then held in place with careful, 
meticulously adjusted windings of gauze bandage as 
shown in the accompanying illustration. Swartz and 
Reilly *° give detailed and excellent directions. 

If the mask is properly made and applied, it will 
often increase the efficacy of all the salves and oint- 
ments used, as well as help keep the tar in place. How- 


ever, not every one is capable of making and applying 


such a mask, for these procedures require more experi- 


20. Garbe, William, and M. B.: Some Tech- 
nics of External Therapy, Am. J. Nursing 36: 873 (Sept.) 1936. 

21 ere are very few cases of irritation from such applications of 
tar. Nevertheless, it is safer first te try tar—as well as all other active 
remedies—on a small area only. mong the warning signs of the skin’s 
intolerance to tar are increased itching, erythema, oozing and spread of 
eruption, or pustulation and impetiginization, and swollen lymph nodes. 
Such signs, as well as any evidence of systemic toxicity, call o immediate 
cessation of active treatment and return to indifferent reme 

. Swartz, J. H., and Reilly, : iagnosis and Treatment of 
Skin Diseases, New York, Macmillan. Company, 1935, 
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ence, skill, patience and care than does the usual surgi- 
cal bandage or dressing. What has been said about 
face masks applies equally to all forms of dermatologic 
bandaging—for example, on the extremities. All dress- 
ings must be applied in the correct and orthodox man- 
ner and with the most precise exactitude ; there must be 
no unevenness, binding or friction. In all dermatologic 
bandages, soft linen or cotton cloths—not gauze—must 
be used as the layer juxtaposed to the skin, which is 
to serve to hold the ointments or pastes in place. When 
properly applied, such bandages are decidedly help- 
ful in many cases of eczema. When carelessly or 
incorrectly executed, both face masks and bandages 
are often worse than useless. 

It is usually difficult, if not impossible, to treat the 
trunk or any large area with bandages and salves; 


— mask held in place with properly adjusted windings of gauze 
ndage. 


high concentrations of tar, phenol, resorcinol and the 
like should not be used on large surfaces because of 
the dangers of poisoning by absorption. The face and 
one or two isolated areas on the body are about all 
one should attempt to treat with the tar or with the 


Prescription 14.—Paint (“Shake Lotion”) for Trunk, 
Extremities, Neck and the Like 


0.25 to 0.5 per cent) 
(Solution of coal tar, N. F......... 3. told per cent) 
(Red mercuric sulfide 1 to 2. per cent) 
Zine oxide 


[Ww sine. or alcohol 50 per cent] to make 120.0 
Mix and label: Dispense in wide-mouthed bottle. Shake well and 
paint on area with a flat varnish brush. (See directions and remarks 
under prescription 4.) 


phenolic remedies. For the body areas, it is best to 
rely on the tar baths described, on the swabbings with 
one of the solutions mentioned and on the inunction 
(three or four times a day) of an ointment such as 
prescription 3, 7 or 13. In many cases I have found 
that on the trunk, and even on the extremities, lotions 
and liniments or “vanishing cream” bases (prescrip- 
tions 4, 14, 15, 16, 17and 18) are likely to be of more 
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service than ointments. The lotions and liniments 
should be painted on thickly and evenly with a regular 
flat varnish brush three or four times a day. Only 
the excess of remaining lotion or liniment should be 
swabbed off; the new coat is to be applied over the 
lotion or liniment that adheres. 


Prescription 15.—Soothing and Drying Lotion * 


Gm. or Ce. 
[Solution of aluminum subacetate, N. F. 
or Solution of aluminum acetate, N. F.].......... 38.0 
Solution of calcium hydroxide.............. to make 240.0 


Mix and label as in prescription 4 or 14. 
ny and - of the medicaments suggested in prescription 14 may be 
her 


Prescription 16.—Calamine and Zine Oxide Lin. I—(Thin): 
Modified Pusey's Liniment * 


Gm. or Ce. 
Tragacanth, in fine “ene 4.0 
eno 
Prepated calamine, N. F. 
Mix and label: Paint on area with a brush or rub in with the palm 
of the hand. 


and all of the medicaments mentioned in prescription 14 may be 
incorporated in this liniment. 


Prescription 17.—Modified Calamine and Zinc Oxide 
Liniment IT (Thick) * 


Gm. or Ce 


Mix and dispense in wide-mouthed bottle or jar. 
Label as in prescription 16. 
* Anv and all of the adjuvants of prescription 14 may be incorporated 


here. Pharmaceutical Recipe Book II, page 64. 


When there is so much oozing that the lotion or 
liniment cakes excessively and when salves prove too 
“heating” or irritating, stearic acid creams (vanishing 
creams **) (prescription 18) or pastes (prescription 19) 
should be substituted. The active therapeutic agents 
in pastes are usually less rapidly absorbed and generally 
have less contact with the skin, so that they may be 
prescribed in greater concentrations in this type of 
vehicle. 


Prescription 18.—Medicated “Vanishing Cream” * 


[Ammoniated mercury 


or oleate of . Ilto 3 percent 
5 to 10 per cent 
or juniper tar) 3 to 10 per cent 


in unscented “vanishing cream” acid cream) in 
sufficient quantity to make 60 
Mix and label: Apply liberally to ae iis parts by gentle massage 
two or more times a 
* This medication may be applied without bandages and simply mas- 
saged in and powdered over. This makes one of the cleanest and most 
easily employed of all topical remedies. 


Prescription 19 represents an excellent standard 
paste: a modification of Lassar’s, in which the starch 
has been replaced by finely powdered talcum. Theo- 
retically, at least, this substitution is an improvement, 
as it eliminates the organic material which may permit 


23. Vanishing cream I or II, Pharmaceutical Recipe Book II, page 372: 
No. | Formula No. IL Formula 


Potassium hydroxide ...... 10.0 Distilled 70.8 

Distilled water............ 762.0 ° Sodium borate ..:......... 0.25 
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fermentation or offer a culture medium for cutaneous 
fungi and other organisms. This paste—often effi- 
cacious and soothing, even when used alone—may 
contain any of the various antieczematous agents which 
are used in ointments (prescription 19), The pastes 
may be applied and removed in the same way as salves ; 
they can be bandaged on, but often, if properly dis- 
pensed, the paste will adhere to the skin without 


PRESCRIPTION 19.—Pastes * 


[Zine oxide or bismuth subnitrate] 
Petrolatum to make 60 Gm. 

Mix and label: Apply to the affected areas twice a day. 

* Most advantageous in subacute or slightly oozing eruptions. Useful 
alone or particularly with the incorporation of coal tar or one of the other 
tars listed in prescription 18. Any of the active agents mentioned in the 
ointment prescriptions may be incorporated here. May be applied with 
handages or simply rubbed on in a thick layer, the surface powdered over 
liberally with plain tale and left without bandages. 


dressings, provided it is.rubbed and patted on smoothly 
and then covered with a thick layer of talcum powder, 
which is spread over and rubbed gently into the surface 
of the paste after the paste has been applied. 

The methods here sketched and the few prescrip- 
tions here submitted do not, of course, pretend to be 
exhaustive. An infinite variety of other methods and of 
other combinations of medicaments can be and have 
been recommended. However, when all is said and 
done, it will be found that the medicaments which are 
recommended over and over again in all treatises on 
the topical therapy of infantile eczema consist, in the 
main, of coal tar, other tars, mercurials, resorcinol and 
sulfur—in manifold forms, permutations and combi- 
nations—and of these crude coal tar or one of its 
derivatives is the acknowledged best. 

Rather than multiply and complicate his remedies and 
prescriptions, the physician should learn thoroughly the 
properties and actions of a few active agents and of a 
few vehicles—their indications, the manner of their 


Prescription 20.—Sedative Mixtures 


Gm. or Ce 


Mix and label: One-half teaspoonful in water three times a day. 
ne and/or other signs of intolerance should be watched for’) 


Phenobarbital 0.015 


Mix and make into a powder 

Label: One powder mixed well with milk formula three times a day if 
necessary, 
correct application and removal and their possible 
disadvantages. He must then be able to take the time 
and the trouble to teach those caring for the baby just 
exactly how the treatment should be executed; and in 
order to do this he must be in a position to explain each 
step in the minutest detail. 

By beginning with simple and mild measures, by 
closely observing their effects, by changing to another 
measure only when lack of continued progress or when 
any by-effect or irritation makes the change necessary 
the physician will achieve satisfactory results in most 
cases. For it is often not what but how that makes the 
difference between success and failure in the treatment 
of infantile eczema. 

The prevention of scratching, through tying of hands 
and feet to the bed, through splints on the arms, by 
means of metal cups on the hands or by the use of 
sedatives such as small doses of phenobarbital or 
‘combinations of chloral hydrate and bromides ( prescrip- 
tion 20) all are permissible and even indicated in 
intractable pruritus. Although proper splinting and 
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tying may at first seem cruel, these measures are often 
the kindest in the long run. A sheet of cellophane 
perforated for the passage of the head and covering 
the pillow or» mattress in back and the chest in front 
will sometimes prevent the disastrous results of the 
constant fretful rubbing of the face and head against 
the bedding. Sometimes daubing the face and scalp 
with hot solutions will stop an itch crisis. Care should 
be taken not to burn the part; the solution wiust be 
of a temperature at which the adult finger can be 
dipped and kept. 

Other methods of controlling itching and other treat- 
ments of eczema in general have been suggested by 
numerous authors.** 


Nevertheless a common sense selection of the fore- 
going dermatologic measures alone will prove useful 
in almost all cases and sufficient in many. For, in the 

“cure” of eczema in children below the age of 2 years, 
my experience has shown that the various factors can 
be ranged in the following order of importance : 

1. Time: Most patients get well by the age of 2 years 
or before and many then remain free of cutaneous 
disorders. 

2. Complete change of environment: 
this is possible only in rare instances.*° 

3. Meticulous execution of the application of topical 
remedies, and of the local management described. 

4. In many cases in which removal from the general 
environment is out of the question, the elimination of 
a few notorious food allergens and environmental 
causes. 


unfortunately 


Through the advances made in classification and sub- 
classification of forms of eczema, one may at some 
future time be able to dispense with many or all of 
the purely palliative and symptomatic measures which 
I have cited; for through increased knowledge of the 
pathogenesis and mechanisms of the various forms— 
through greater understanding of their basic causes, of 
their immunology and endocrinology and metabolism 
(vitamins?)—one will be able some day to discard 
many of the present approaches as obsolete and to apply 
more fundamental and causal therapy. 

But for the present, and at the hands of physicians 
at large, correct local therapy, combined with common 
sense, patience, perseverance and proper instruction to 
those in charge of the treatment, promises the greatest 
success in the majority of all forms of infantile eczema. 

962 Park Avenue. 


24. These include: 
and Wolf, Jac 
Clin. North Nov 
Wise, Fred, and Book of B M. B.: odern Treatment of Eczema: 
The 1935 Year Book o Dermatology and Syphilology, Chicago, Year 
Book Publishers, Inc., 
Becker : Commoner 2 | TE of the Skin, New York, National 
Medical “Book Company, 1935. 
Sutton, R. L., and Sutton, R. L., Jr.: 
St. Louis, a V. Mosby ‘Company, 193 
Ormsby, Oliver: A Practical Treatise of the Skin, ed. 5, 
Philadelphia, Lea & Febiger, 1937, p. 249 

Garbe and Sulzberger.® 

Swartz and Reilly. 

25. Here hospitalization plays a most important role, although many 
eruptions recur soon after return to the home. I am well aware that 
hospitalization of patients with infantile eczema is looked on with justi- 
fiable fear by most pediatricians in this country and in England because 
of the danger of contracting serious infectious diseases. However, in 
many years and in a material of several hundred cases I have never seen 
a severe complication due to hospitalization. It is true that the patients 
with infantile eczema whom I have seen treated in hospitals have been in 
exclusively dermatologic hospitals and wards, removed from _ intimate 
exposure to infectious diseases; it seems to me that this may account for 
my happier experience. It is unfortunate that such segregation is so rarely 
possible in this country, owing to the present lack of separate dermatologic 
institutes. During hospitalization or segregation proper precautions must, 
of course, be rigidly enforced. hese should always include meticulous 
general care, feeding and the avoidance of local irritation or infection or 
of poisoning by absorption of phenolic topical remedies applied to large 
areas. 
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INTESTINAL INFECTION 


CLINICAL LECTURE AT SAN FRANCISCO SESSION 
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NEW YORK 


The present nebulous state of knowledge concerning 
intestinal infections is perhaps best illustrated by the 
obscure terminology of ‘diarrhea, enteritis and dysen- 
tery” used in public health reports all over the world. 
A peculiar admixture of pathology and symptomatol- 
ogy, it is a frank admission of our ignorance concern- 
ing their cause. To justify the presentation of this 
subject I undertook a worldwide survey covering the 
five year period from 1933 to 1937. This period was 
chosen so that the observations might be correlated with 
coincident investigations of bacillary dysentery. Com- 
parative studies based on data furnished directly by 
public health officers and compiled from reports of the 
U. S. Public Health Service reveal the following facts: 

1. As the reported cases of bacillary «dysentery 
increase, the cases of unclassified “diarrhea, enteritis 
and dysentery” rapidly decline. The incidence of 
amebic dysentery remains low and approximately level. 

2. There is a rising incidence of bacillary dysentery 
in the United States, the figures for 1937 being approx- 
imately sixteen times those for 1933. A similar trend 
is indicated in other parts of the world, notably Den- 
mark, Scotland and England. 

3. The general consensus regarding bacillary dysen- 
tery as well as unclassified intestinal infection appears 
to be that the former comprises the majority of cases 
and that the actual incidence of both is greatly under- 
estimated. In many cases the disease is unrecognized 
or not reported. 

4. Present indications are that bacillary dysentery 
already far exceeds typhoid as a public health problem 
in the United States and that the incidence will continue 
to mount until the risrng tide forces vigorous and heroic 
measures for its control. 

Since the problem of intestinal infection is largely 
that of bacillary dysentery, the first part of this paper 
will be devoted to its consideration. The second part 
will be concerned with the mechanism of nonspecific or 
unclassified infections, their underlying pathologic 
changes and clinical significance. 

Bacillary dysentery may be defined as a systemic 
disease due to Bacillus dysenteriae in which both the 
enteric and the extra-enteric manifestations are caused 
by one or more toxins. This concept implies that the 
intestine is only one of several organs affected, an 
unorthodox observation which accounts for some of the 
new and atypical forms of the disease, which must be 
recognized before effective control can be instituted. 
They appear to represent adaptations to a new environ- 
ment and virgin soil, for bacillary dysentery is no longer 
limited by geographic or seasonal boundaries. ‘The 
meningitic type’ is ushered in by typical meningitic 


: Read in the Medical Division of the General Scientific Meetings at the 
Eighty-Ninth Annual Session of the American Medical Association, San 
Francisco, June 

he author wishes to acknowledge the many courtesies extended to him 

by health officers in the United States and other parts of the world in the 

compilation of figures on the incidence of bacillary dysentery and intestinal 
infections of unknown cause. 

1, Felsen, Joseph; Rundlett, Emilie V.; Sullivan, James, and Goren- 

berg, Harold: Atypical Flexner Dysentery: A Preliminary Report of the 


Jersey City Epidemic, J. A. M. A. 103: 1055 (Oct. 6) 1934. 


manifestations. Headache, drowsiness, stupor or con- 
vulsions may be present. The neck is held rigid. 
Kernig and Brudzinski signs may be elicited and some 
photophobia is evident. Spinal tap reveals a clear fluid 
under increased pressure, with normal cells and sugar, 
no globulin and negative culture. Within approxi- 
mately twenty-four hours the enteric manifestations 
gradually increase until they dominate the clinical pic- 
ture, the subsequent course being that typical of bacil- 
lary dysentery. In every instance there is a labial or 
nasal herpes, suggesting the possible association of a 
virus with the neurotropic toxin. Instances of the 
meningitic form comprised 13 per cent of my cases in 
the Jersey City epidemic of 1934. 

The pneumonic type’ of bacillary dysentery starts 
rather abruptly with a chill, pain in the chest and short, 
nonproductive cough. The patient feels “grippy,” the 
cheeks are flushed and the temperature may rise to 
106 F. On auscultation of the chest there are heard 
fine, moist rales which persist after coughing. A roent- 
genogram taken at this stage reveals a localized area 
of increased density corresponding in location to the 
auscultatory signs. The clinical picture strongly sug- 
gests incipient lobar pneumonia. Within twenty-four 
to forty-eight hours, however, the pulmonary symptoms 
and signs subside, to be replaced by the classic features 
of bacillary dysentery. 
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Chart 1.—-A, incidence of ‘“‘diarrhea, enteritis and dysentery” in the 
United States from 1933 to 1937. There were 79,042 cases, with a yearly 
average of 15,808 and an average mortality for nine states of 17.8 per 
cent. B, incidence of bacillary dysentery in the United States from 1933 
to 1937. There were 56,102 cases, with a yearly average of 11,220 and 
an average mortality for six states of 15.7 per cent. The figures are 

sed on communications from state health officers. 


The agranulocytoid type * is characterized by a blood 
picture closely resembling that seen with agranulocy- 
tosis. There is severe, progressive neutropenia with 
toxic changes and almost complete disappearance of the 
granulocytes. The intestinal signs and symptoms are 
prominent from the start and persist with unabated 
severity until the disease is terminated by perforation 
and death. Profound toxemia is a striking feature of 
this form of dysentery. 

The appendicular form‘ of bacillary dysentery is of 
rather frequent occurrence and is characterized by 
manifestations in the right lower quadrant, mesenteric 
lymphadenitis and, usually, acute inflammation of the 
distal portion of the ileum. The abdominal pain and 
tenderness tend to shift with change in the position of 
the body. The leukocyte count may be normal or there 
may be actual leukopenia. The differential diagnosis 
between the appendicular form of bacillary dysentery 
and acute suppurative appendicitis is sometimes diffi- 


2. Felsen, Joseph: The Pneumonic Type of Bacillary Dysentery, New 
York State J. Med. 37: (Feb. 1) 1937. 
_ 3. Felsen, Joseph: Acute Fulminating Type of Bacillary Dysentery 
ne Mashed Toxic Neutropenia, New York State J. Med. 35: 1037 (Oct. 
4. Felsen, Joseph: Appendicular Form of Bacillary Dysentery: With 
ame Reports on Acute Distal Ileitis, Am. J. Dis. Child. 50: 661 (Sept.) 
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cult, particularly if the patient is seen early and diarrhea 
is not yet a prominent feature. In doubtful cases it is 
wise to operate but if the appendix appears normal to 
abstain from resecting it or the inflamed terminal por- 
tion of the ileum, since persistent fecal fistula or peri- 
tonitis may follow. 

During outbreaks I have encountered three other 
types of bacillary dysentery, asymptomatic, afebrile and 
constipated. The patients affected by these paradoxic 
forms of the disease are not healthy carriers. Clinical 
and laboratory examinations reveal the characteristic 
diagnostic criteria and the typical progressive stages 
of intestinal disease. It is this group of patients who 
are frequently responsible for the endemic perpetuation 
of the disease. The practical clinical inference is that 
all contacts should be examined daily for evidence of 
baciilary dysentery regardless of the presence or absence 
of symptoms. Sonne-Duval dysentery, which is rapidly 
increasing all over the world, is often described as being 
a relatively benign and asymptomatic disease. I have 
had, however, the distressing experience that some of 
my cases of severest involvement in recent years have 
been of the Sonne-Duval type. For this reason out- 
breaks, particularly among children, should be termi- 
nated promptly. There appears to be no appreciable 
placental transmission of agglutinins against B. dysen- 
teriae from mother to newborn infant,® suggesting the 
marked susceptibility of the latter to the disease. 

There is a characteristic three stage pathologic 
change ° in acute bacillary dysentery, affecting primarily 
the lymph nodules with secondary involvement of the 
mucosa or deeper structures. Stage 1 is that of punc- 
tate follicular hyperplasia, in which the enlarged fol- 
licles stand out like discrete grains of sand on a 
reddened background of inflamed mucosa. Within 
approximately twenty-four hours the centers of the 
follicles become necrotic, appearing on the mucosal 
surface like the mouths of tiny diverticula. This 
constitutes stage 2, or the stage of punctate fol- 
licular necrosis. The ulceration is progressive, so that 
the third stage, of discrete and confluent mucosa ulcera- 
tion, reaches its maximum by about the fourth or fifth 
day. More than one stage may be seen in the same 
person, since reabsorption of toxin occurs throughout 
the course of the disease. Healing usually begins by 
the seventh to tenth day and is accompanied by rather 
obstinate constipation, which represents nature’s effort 
at splinting the bowel to favor repair. Babies often die 
during stage 1 or 2, that is, within the first forty-eight 
hours of the disease, with toxemia, dehydration and 
acidosis. The major pathologic change is produced 
during this period, within which therapeutic serum 
proves most effective. The serums of greatest value 
are those of high antitoxin content, since the primary 
lesions are produced by the dysentery toxins. The 
dysentery toxins may be divided into the enteric and 
neurotropic, isolated by Olitsky and Kligler,’ and the 
arthritic, myelotropic and pneumonic, which are hypo- 
thetic, the probability of their existence being suggested 
by clinical and laboratory evidence. ‘The intestinal 
lesions are produced largely during the process of 
excretion of the absorbed toxin from the mesenteric 
blood vessels through the wall of the bowel into the 
lumen. This statement is based on the following obser- 


5. Felsen, Joseph, and Osofsky, A. G.: Susceptibility of the Newborn 
to Acute Bacillary Dysentery: eo Data on the Placental Trans- 
mission of Antibodies to Bacillus Dysenteriae, Am. J. Dis. Child. 53: 
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vations: 1. The intestinal lesions can be reproduced in 
the rabbit by the intravenous injection of the toxin. 
2. An eighteen hour broth culture of B. dysenteriae 
injected into the marginal ear vein of the rabbit under 
proper control conditions also causes the disease and 
the bacillus can be recovered within twenty-four hours 
in the intestinal canal. 3. Early lesions are often seen 
after B. dysenteriae has disappeared from the intestinal 
tract. Diarrhea in bacillary dysentery is a purposeful 
attempt to eliminate the dysentery toxins. It ceases 
when this object has been accomplished, but its cessa- 
tion is not synchronous with the disappearance of the 
intestinal ulcers. They gradually disappear during the 


_postdiarrheal healing period of approximately ten days. 


From these statements it may be surmised that the prac- 
tice by our forebears of administering castor oil at the 
onset of the disease has some scientific basis. It aims 


Incidence of Bacillary Dysentery, Amebic Dysentery and 
Unclassified Dysentery from 1933 to 1937, Based on 
U. S. Public Health Service Reports 


1933 1934 1935 1936 1937 
625 2,197 7,241 11,555 10,428 
> re 1,573 1,994 1,388 1,483 1,674 
17,042 8,189 4,961 5,824 4,940 
TOM Lincs BAS 12,380 13,590 18,862 17,042 
Grand total........ 81,114 


Note the steady rise in the number of cases . bacillary dysentery, the 
incidence -in 1937 being sixteen times that in 33. Note the inverse 
relationship of bacillary to unclassified eens. 


1933 1034 1935 1936 1937 


Chart 2.—Relation of the incidences of amebic 
dysentery and unclassified dysentery from 1933 As _ reported 
cases of bacillary dysentery increase, the incidence of 
falls. Note the steady low incidence of amebic dysentery, unaffected by 
the fall in the curve for unclassified dysentery. 


at eliminating the specific bacteria and their toxins 
before they are absorbed into the systemic circulation. 
The essential diagnostic criteria in a typical case of 
acute bacillary dysentery may be summarized as follows: 
1. Clinical. An incubation period, which may be as 
short as twelve hours, is followed by the sudden onset 
of abdominal cramps and diarrhea. Intestinal spasm 
and tenderness are always present, are most marked in 
the right and left lower quadrants, occur early and per- 
sist during the acute phase of the disease. They are due 
to involvement of the distal portion of the ileum and the 
sigmoid colon. Repeated sigmoidoscopic examination 
reveals the characteristic three stage pathologic change. 
2. Laboratory. The diagnostic tetrad consists of a 
positive culture of material from the intestine eariy in 
the course of the disease, a rising agglutination titer, the 
presence of bacteriophage at a later period and the 
purulent character of the cytologic exudate. 
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In concluding this brief consideration of bacillary 
dysentery I wish to mention the prophylactic value of 
mass vaccination, therapeutic serum and the use of blood 
from recovered patients. It is my opinion, based on 
clinical and experimental evidence, that these are valu- 
able preventive measures in sporadic and epidemic out- 
breaks. Vaccines to be effective must be made up of 
strains indigenous to the time and place. 

The bizarre character of bacillary dysentery is not 
limited to the atypical acute forms. Follow-up studies 
indicate that approximately 10 per cent of the patients 
pass over into the chronic phase and have chronic 
ulcerative colitis or chronic distal ileitis. The increasing 
prevalence of these chronic infections, often passing 
under the guise of colitis or enteritis, appears to parallel 
the increasing incidence of bacillary dysentery. I have 
seen them develop from acute bacillary dysentery. One 
cani readily surmise how difficult it often is to trace 
chronic “colitis” or “enteritis” to an initial bacillary 
dysentery infection, particularly when the acute disease 
dates back one or several years. In some cases the 
original diagnosis has been overlooked or the patient 
did not seek medical attention. Persistent study, how- 
ever, will clearly reveal in many instances that the 
chronic infection merely represents a perpetuation of 
the acute phase of baciliary dysentery in which the 
lesions have never healed and secondary nonspecific 
infection has been superimposed. It is therefore advis- 
able to follow up all cases of the acute disease for one 
year, which represents the time necessary for the full 
development of the chronic lesions. 

Besides the acute and chronic bacillary dysentery 
infections there is a second group, that of nonspecific 
intestinal infections. The latter form a heterogeneous 
class and are caused by a variety of bacteria, toxins and 
perhaps viruses. The mechanism of intestinal involve- 
ment is best understood by regarding the intestine as 
an organ which possesses a dual excretory mechanism. 
The first is the direct excretory mechanism, whereby 
substances which have been ingested are digested and 
the waste products eliminated directly from the body. 
It appears unlikely that the intestine, continually laved 
by a flora rich in pathogens or potential pathogens, can 
be affected solely by the direct action of ingested bac- 
teria on its mucosal surface. The second, or indirect 
hematogenous, excretory mechanism implies that bac- 
teria or toxins. which have been absorbed into the sys- 
temic circulation from an enteric or extra-enteric focus 
are excreted in part through the intestinal wall into the 
lumen of the bowel and thus eliminated from the body. 
This applies not only to bacteria and their toxins but 
also to heavy metals, notably lead. The skin, kidneys 
and possibly lungs play a lesser part, the tetrad forming 
what may be termed the reciprocal excretory mechanism 
of the body, since these organs appear to form a 
mutually cooperative system. The great protective bar- 
rier of the bowel is its rich lymphoid deposits and 
reticulo-endothelial network. Each solitary acuminate 
lymph nodule and Peyer patch is embraced and pene- 
trated by a delicate filamentous network of thin-walled 
mesenteric vessels. The earliest response to toxic 
agents in the blood stream is therefore seen in the 
lymphoid tissue, which undergoes rapid hyperplasia. In 
mild infections, punctate follicular hyperplasia may be 
all that is seen. In severe infections or intoxications 
there is marked congestion with necrosis and ulceration 
of the mucosa. Intestinal symptoms and signs may 
therefore be associated with any extra-enteric focus of 
infection. The result is a confusing clinical picture 
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because the intestinal manifestations predominate while 
the primary extra-enteric focus may appear unrelated or 
remain undiagnosed. I have noted intestinal manifesta- 
tions with infections of the upper part of the respiratory 
tract such as the common cold, and _strep- 
tococcic sore throat. In pharyngogenic hematogenous . 
streptococcic peritonitis (so-called primary peritonitis ) 
focal hemorrhagic necroses are produced, particularly in 
the distal part of the ileum. I have reproduced these 
lesions in healthy rabbits by the intravenous injection 
of eighteen hour broth cultures of the organisms recov- 
ered from human beings. The streptococci injected 
into the marginal ear veins of these rabbits under proper 
control conditions appeared in the feces within twenty- 
four hours.’ In subacute bacterial endocarditis, mul- 
tiple mucosal petechiae of the bowel are far more 
common than mesenteric thrombosis. Embolic intes- 
tinal lesions occur frequently with bacteremia due to 
the hemolytic streptococcus, Staphylococcus aureus, 
meningococcus or type 7 pneumococcus. In the case 


-of pneumonia the most marked intestinal lymphoid 


response may occur with hyperemia, particularly when 
the pneumococcus is of type 7. Rheumatic intestinal 
necrosis is usually seen in or near the ileocecal region, 
simulates acute appendicitis and has as its basic patho- 
logic condition pronounced rheumatic vascular changes. 
Acute necrotizing panarteritis with transverse linear 
thromboses of the mesenteric vessels in the mucosa or 
submucosa is seen with periarteritis nodosa. In the case 
of typhoid it is noteworthy that positive fecal and 
urinary cultures are often obtained after the blood cul- 
tures are positive and persist after the blood cultures 
become negative. This suggests that the blood stream 
rids itself of the organisms at least in part by eliminat- 
ing them through the wall of the bowel into the lumen. 
The hematogenic theory of the portal of entry of Bacil- 
lus typhosus implies that the blood stream is invaded 
by penetration of the mucosa of the throat or intestinal 
tract. The enterogenic theory implies a direct passage 
of the organism through the intestinal mucosa with the 
production of local lesions in the lymphoid tissue fol- 
lowed by passive invasion of the lymph and_ blood 
streams. There appears to be no evidence, according 
to Goodpasture,’ that B. typhosus actually multiplies 
within the intestinal canal. 

While the possibility exists that in some of these dis- 
eases the organisms may be swallowed, survive the action 
of the acid gastric juice and intestinal flora and sub- 
sequently exert a direct action on the mucosa, the retro- 
grade hematogenous route for bacteria or their toxins 
appears more plausible on the basis of experimental and 
clinical evidence. Just as in the case of the dysentery 
toxin, the absorbed toxic agent is excreted from the 
blood stream into the lumen of the bowel. In the 
process the intestinal wall may be irritated or injured 
and focal symptoms may ensue. Reabsorption of 
excreted toxin often occurs, and a vicious cycle may 
be established which lasts as long as the systemic infec- 
tion persists. When this is the case, depending on the 
nature and severity of the infection, there is not always 
a responsive diarrhea. The judicious use of enemas 
or cathartics will therefore often relieve toxemia, par- 
ticularly since the terminal part of the ileum and the 
colon appear to be the chief sites of the excretion of 
toxin. The indirect hematogenous excretory mecha- 
nism of the intestine is important in explaining many 


Felsen, and Osofsky, A. G.: Hematogenous 
eritonitis, Arch. 31: 437 (Sept.) 19 

9, pasture, E. W.: erning the of Typhoid 
Fever, "Am. J. Path. 13: 175 (March) 1937. 


= 
Vv 
19 


VoLuME 112 
NuMBER 1 


poorly understood nonspecific intestinal infections or 
so-called infectious diarrheas. The primary cause often 
exists outside the intestine, and search for specific 
noxious agents in the bowel is then futile. Focal intes- 
tinal symptoms often cease abruptly after the primary 
extraenteric focus of infection is eliminated, but they 
may persist for a longer period if necrosis and ulcera- 
tion have been produced. 

While it is apparent that steady progress has been 
made in our understanding of intestinal infections, much 
remains to be done. Cases numbering 79,042 of “diar- 
rhea, enteritis and dysentery” occurred in twenty-one 
states during the five year period from 1933 to 1937, 
with a yearly average of 15,808 and an average mor- 
tality of 17.8 per cent for nine of the states. Improved 
and cheaper methods of transportation have introduced 
new factors in possible dissemination of disease, viz., 
the automobile, train, ocean liner and airplane. The 
situation presents a formidable public health prob- 
lem requiring cooperative epidemiologic, clinical and 
research efforts for its solution. To this end an inter- 
national dysentery registry has been established for the 
study of infectious diarrheas. It is hoped that by joint 
action there will ultimately be achieved a better under- 
standing of this group of diseases with a corresponding 
diminution in morbidity and mor‘ality, particularly 
among infants. 
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NEW AND NONOFFICIAL REMEDIES 
THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 
FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NoONOFFICIAL REMEDIES. A COPY OF THE RULES ON WHICH THE COUNCIL 
BASES ITS ACTION WILL BE SENT ON APPLICATION. 
Pavut Nicnoras Leecnu, Secretary. 


ANTI-ERYSIPELOID SERUM.—A serum containing 
the antibodies and antibacterial properties of Erysipelothrix 
rhusiopathiae (suis). 

Actions and Uses.—For treatment of the clinical condition 
known as erysipeloid, which is not to be confused with erysipelas. 


Dosage.—It is suggested that from 10 to 20 cc. be administered 
subcutaneously or intramuscularly and quantities of 0.25 to 0.5 ce. 
at numerous places about the border of the lesion, 

Jensen-Salsbery Laboratories, Inc., Kansas City, Mo. 


Anti-Erysipeloid Serum-Jensen-Salsbery. from horses sub- 
jected to increasing subcutaneous injections of live cultures of Erysipelo- 
thrix rhusiopathiae (suis). The serum is derived from the blood of such 
horses by defibrination, centrifugation and Berkefeld filtration; it contains 
0.5 per cent phenol as preservative. Technic used in preparation and tests 
for sterility of the product are in conformity with requirements of the 
National Institute of Health. Potency test on pigeons is employed in 
which 0.1 cc. of the serum protects against infection —— hi. controls 
in from three to four days. Marketed in vials containing 2 


DIPHTHERIA TOXIN FOR THE SCHICK TEST 
(See New and Nonofficial Remedies, 1938, p. 435) 

Parke, Davis & Co., Detroit. 

Diphtheria Toxin Diluted for Schick Test.—Also marketed in packages 


of one vial containing 5 cc. of diluted diphtheria toxin, sufficient for fitty 
tests, 


IRON AND AMMONIUM CITRATES.—“Contains 
ferric citrate equivalent to not less than 16.5 per cent and not 
more than 18.5 per cent of Fe” U.S. 

For standards see the U. S. Se AMSOO under Ferri et 
Ammonii Citrates. 

Actions and Uses—See general article Iron and Iron Com- 
pounds, N. N. R. 1938, p. 279. Iron and ammonium citrates is 
a hematinic which is practically nonastringent. 

Dosage.—From 0.5 to 2 Gm. 

Capsules Iron and Ammonium Citrates, 0.5 Gm, 7% 


Prepared by The Upjohn Co., Kalamazoo, Mich. U. S. patent or 
trademark, 
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(See New and Nonofficial Remedies, 1938, 
p. 


CINCHOPHEN-Merck.—A brand of cinchophen-N,. F. 


Manufactured by Merck & Co., Rahway, N. J. No U. S. patent or 
trademark. 


Ch segues (See New and Nonofficial Remedies 1938, 
86). 


Leaf Digitalis “Haskell,” 1% grains: Each tablet con- 
tains one cat u 


Prepared By Charles C. Haskell & Co., Inc., Richmond, Va. 


GREEN IRON AND AMMONIUM CITRATES (Sce 
New and Nonofficial Remedies, 1938, p. 281). 

The following dosage forms have been accepted : 

Ampoule Solution Iron and Ammonium Citrates Green, 0.05 Gm. 
(% grain), 1 ce. Each cubic centimeter contains green iron and 
ammonium citrates-U. S. P. 0.05 Gm., and quinine and urea hydro- 
chloride-U. S. P. 0.005 Gm. ., in aqueous solution. 

Prepared by The Upjohn Co., Kalamazoo, Mich. No U. S 
trademark. 

Auapeule Solution Iron and Ammonium Citrates Green, 0.1 Gm. 
grains), 1 e Each cubic centimeter contains green iron and ammonium 
citrates-U, . 0.1 Gm., and quinine and urea hydrochloride-U. S. 
0.005 Gm., a aqueous solution, 

Prepared by The Upjohn Co., Kalamazoo, Mich. No U. S. patent or 
trademark. 


ABBOTT’S STANDARDIZED BREWER’S YEAST 
TABLETS.—Each tablet contains 0.5 Gm. (714 grains) of 
dehydrated brewers’ yeast (Saccharomyces cerevisiae) and is 
biologically assayed to contain not less than 23 international 
units of vitamin B: and not less than 12 Sherman units of 
vitamin Bo (G). 

Actions and Uses.—For use in prevention and treatment of 
disorders arising from deficiencies of vitamin B: (thiamin 
chloride) and of vitamin G (riboflavin). 

Dosage.—Daily prophylactic dose against vitamin B, (thiamin 
chloride) Geficiency, from three to six tablets; therapeutic dose, 
as prescribed by the physician. 

Manufactured by Abbott Laboratories, North Chicago, II. 
patent or trademark. 

Abbott's standardized brewer’s yeast tablets are prepared from a 
selected strain of Saccharomyces cerevisiae especially cultured. The 
yeast cells are washed and dried, the dry powder containing approxi- 
mately 5 per cent of moisture, and compressed into tablets 

The vitamin B,; content of the tablets is determined by comparison 
with the international standard by the modified Smith rat panes 
method. The vitamin G content is determined by the Sherma 
Bourquin method. 


asa (See New and Nonofficial Remedies, 
8, p. 503) 
Aminophylline-Gane.—A brand of aminophylline-N. N. R. 


Manufactured by Gane Chemical Works, tate New York (Gane & 
Ingram, Inc., New York, distributor). No U. . patent or trademark. 


S. patent or 


(1% 


No U. S. 


Aminophylline-Searle (See New and Nonofficial Remedies, 
1938, p. 505). 
The following additional dosage form has been accepted: 


Ampules Solution Aminophylline-Searle, 0.48 Gm., 20 ce.: Each 
ampule contains eae Searle, 0.48 Gm., in ‘sufficient distilled 
water to make 20 ce. 


cayenne (See New and Nonofficial Remedies, 1938, 


Tablets, 5 grains. 
Prepared by The Upjohn Company, Kalamazoo, Mich. 


REPORT OF THE COUNCIL 
Tue CoUNCIL HAS AUTHORIZED PUBLICATION OF THE FOLLOWING 
REPORT, Pavut Nicnovras Leecn, Secretary. 
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SULFAPYRIDINE 

Recent reports from investigators indicate that a pyridine 
derivative of sulfanilamide [2(p-aminob lfamido) pyri- 
dine or sulfanilamidopyridine| is apparently more promising in 
the treatment of certain types of pneumonia than sulfanilamide 
itself. A number of investigators, and manufacturers as well, 
requested the Council to coin a nonproprietary designation for 
this product. The Council has therefore adopted the term 
“sulfapyridine” (sulf-a-pyr-i-dine). The product is in an experi- 
mental stage and as far as present advices are concerned the 
government has not licensed it for interstate sale. The Council 
will publish a preliminary report on this product in the near 
future. 
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SATURDAY, JANUARY 7, 1939 


THE ST. LOUIS SESSION 


Announcements at a recent meeting of the Council on 
Scientific Assembly of the American Medical Associa- 
tion with the secretaries of the various sections and with 
representatives of the Scientific Exhibit indicate that 
the annual session of the American Medical Associa- 
tion, which will be held in St. Louis, May 15-19 inclu- 
sive, will bring before the medical profession of this 
country many of the amazing developments in scientific 
medicine which have attracted attention during the 
year. Such topics as the new uses of sulfanilamide 
and its derivatives, the new work on the vitamins 
including the uses of nicotinic acid and vitamin K and 
the vitamin B complex, the progress made in the treat- 
ment of pneumonia, and recent investigations on the endo- 
crine glands will be conspicuous features of the program. 

In the Convention Number of THE JouRNAL, which 
will be published April 15, the preliminary program 
will be given in detail. Already, however, the secre- 
taries of the sections have been overwhelmed with 
applications for places on the program, and many of 
the contributions that were offered have already been 
accepted. Several new features have been incorporated 
in the presentation of scientific material this year. 
Among them will be a panel discussion of pneumonia 
in infancy and childhood, in which the elucidation of 
scientific facts will be by discussion rather than by 
formal presentation of a manuscript. Several of the 
sections are planning combined meetings. For example, 
the pediatricians are combining with the otolaryngol- 
ogists in a session on pneumonia, also the physiologists 
with the neurologists on the uses of sulfanilamide in 
conditions affecting the nervous system. The campaign 
on syphilis will have attention in a symposium in 
the Section on Dermatology and Syphilology. In the 
Section on Preventive and Industrial Medicine and 
Public Health there will be a symposium on air 
conditioning and respiratory diseases, and in the Section 
on Urology a special symposium on the use of new 
endocrine derivatives. Another special feature of the 
annual session will be joint meetings of several sections 
on the conclv ‘ting day of the session. 
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Especially important as a part of the annual session 
of the American Medical Association is the close rela- 
tionship between the Scientific Exhibit and the pres- 
entation of manuscripts in the scientific sections. For 
some years those who present new contributions in the 
various sections have had opportunity to exhibit the 
actual materials with which they worked, in the form 
of case records, microscopic slides, charts, diagrams 
and other material. The author of the manuscript is 
thus enabled to demonstrate at first hand to physicians 
who are especially interested the details of his work, 
forming for those who attend the session a magnificent 
postgraduate opportunity not available in any other 
way. The popularity of this feature is attested by the 
fact that many physicians spend almost their entire 
time during the week in the Scientific Exhibit. Every 
year there are an increased number of appeals that more 
time be given for attendance on the Scientific Exhibit. 

The location of St. Louis at well nigh the geographic 
center of the United States, the magnificent railroad, 
airplane and other transportation facilities, the fine 
hotel accommodations with which excellent cooperation 
is becoming apparent, are indications that the St. Louis 
meeting will maintain the record of these annual 
assemblies as the high point of the medical year. 


THE INDICTMENT OF THE AMERICAN 
MEDICAL ASSOCIATION 

Last week THE JOURNAL published the complete text 
of the indictment of the American Medical Association 
and other defendants, in the District of Columbia, by a 
grand jury which, for some weeks, had heard a mass 
of evidence presented to it by attorneys from the 
Department of Justice. Elsewhere in this issue of THE 
JouRNAL appears a chronology of this case from the 
time when the so-called Group Health Association, Inc., 
first appeared on the scene in the District of Columbia 
to the time when the grand jury made its report. Also 
in the Organization Section will be found a number of 
editorials and cartoons which have appeared in news- 
papers throughout the United States indicating, as far 
as such pronouncements can indicate, the public reac- 
tion to this extraordinary indictment. 

At the special session of the House of Delegates 
which was held in Chicago in September, the Board of 
Trustees of the American Medical Association, antici- 
pating the government’s activities, presented a consid- 
eration of the possibility of an indictment. This matter 
was referred by the House of Delegates, as is custom- 
ary, to a reference committee and the report of the 
reference committee was unanimously adopted by the 
House of Delegates. This report authorized the Board 
of Trustees to employ suitable legal counsel and to carry 
this matter even to courts of last resort in order to 
determine the issue. 

Apparently the press of the United States finds it 
impossible to separate the activities of the Department 
of Justice from the proposal of a vast expansion of 


a 
| 
V 
193 


Votume 132 
Numser 1 
medical service under governmental control. Thus Ger- 
ald G. Gross, in the Washington Post of December 25, 
writes: “A convincing case can be built up to support 
the theory that the extraordinary grand jury study was, 
to put it bluntly, propaganda looking forward to Con- 
gressional consideration of the proposed National 
Health Program.” 

The commentators in the American press, including 
even those newspapers which have been most persistent 
in the campaign for new methods of medical practice, 
have been well nigh unanimous in their opinions that 
the action of the Department of Justice under Mr. 
Thurman Arnold was the wrong way to achieve the 
objective if that objective is to be achieved. Certainly 
this legal procedure can do nothing to solve the problem 
of medical care. It is a pity that the federal govern- 
ment, including its executive, investigative and a con- 
siderable number of other departments, should have 
embarked on a procedure which is inclined to cast 
public discredit on a great profession and to impugn 
the motives of workers in that profession. Moreover, 
a suitable defense will cost the Association a consider- 
able sum of money that in the ordinary course of events 
would have been spent for the advancement of the sci- 
ence and art of medicine and the protection and promo- 
tion of public health. The time may yet come when those 
representatives of our government who have been 
chiefly responsible for initiating, conducting and manip- 
ulating this performance with all of its far-flung mani- 
festations will review regretfully the part they have 
played in this incident. 


INDUSTRIAL CARBON DISULFIDE 
POISONING 

The making of artificial silk, rayon, by the viscose 
process is an important industry in all industrial coun- 
tries. In the United States this industry, which has 
grown rapidly during the last thirty years, employs now 
more than 50,000 persons in some twenty factories in 
thirteen states. This industry utilizes one poison, car- 
bon disulfide (CS,) ; another, hydrogen sulfide (H,5S), 
is evolved during certain processes. The presence of 
these hazards brings viscose manufacture into the class 
of the dangerous trades in most countries, notably 
Germany, France, Italy, England, the Netherlands and 
Japan. Especially in the first three of these countries, 
much attention has been drawn to the action of carbon 
disulfide. This poison, according to Koester,’ produces 
as varied a clinical picture as does lead. 

In the United States a period of thirty-three years 
elapsed between the publication of an article on this 
subject by Jump and Cruice * in 1905 and one by Gordy 
and Trumper *® in 1938. Not only was the industry 


Ein _klinischer Beitrag zur Lehre von der chronischen 
cl Deutsche Ztschr. f. Neevenh. 26:1, 1904. 
2. Jum H. D. of Cruice, J. M.: Chronic Po ote wal from Carbon 
Disulfide, M. Bull, 17: 193 (July-Aug.) 1904, 
3. Gor S. F., and Trumper, Max: Carbon Disulfide Poisoning, 
J. A. M. x 110: 1543 (May 7) 1938. ‘A full bibliography is afforded. 


Koester, G.: 


EDITORIALS 51 


expanding rapidly during those years, however, but the 
foreign literature was full of case histories of carbon 
disulfide psychosis, neuritis, paralysis and peptic ulcer. 
American physicians, even those in charge of institu- 
tions for the mentally disturbed, which draw patients 
from viscose factory towns, have never recognized car- 
bon disulfide poisoning as a clinical entity. Until 
recently systematic investigation had never been made 
of this trade. Now the Pennsylvania Department of 
Labor and Industry has issued a bulletin on the manu- 
facture of rayon in that state. This report contains a 
medical section by specialists from the University of 
Pennsylvania School of Medicine who examined 120° 
men employed at the time in the two departments in 
which carbon disulfide is present in greatest quantity. 

The Pennsylvania group was under the leadership 
of F. H. Lewy, formerly head of the neurologic institute 
of the University of Berlin, now on the faculty of the 
University of Pennsylvania, who had made a study of 
the rayon industry in Germany. The object was not 
so much to uncover cases of severe poisoning, unlikely 
to be present in a working group, as to observe the 
early symptoms and signs and to develop, if possible, 
new diagnostic procedures for the guidance of indus- 
trial physicians. Stress was laid on the application of 
apparatus and methods giving quantitative results: for 
instance, the testing of the pupillary reflex to light with 
the Zeiss pupilloscope, sensitivity with von Frey’s grad- 
uated hairs and thorns, the electrical irritability by 
chronaximetry, the size of the blind spot with the help 
of the Peter campimeter, defects of the central fields 
with the Lloyd stereocampimeter and the Haitz sco- 
tometer, the acuity of hearing with a Western Electric 
2A audiometer in a frequency ranging between 32 and 
13,000, and the heart with the portable electrocardio- 
graph. 

Carbon disulfide poisoning became known to the 
medical world through the classic description of Del- 
pech,* who observed rubber workers ° in France and in 
1856 published his first report on the mental and emo- 
tional changes caused by this poison. The first German 
article to attract attention was Laudenheimer’s ® mono- 
graph in 1899 describing some fifty cases of carbon 
disulfide psychosis observed in Flechsig’s clinic in 
Leipzig. Italy’s contributions came later, but in recent 
years Italian investigators have led the world in the 
study of this occupational poison.’ The noxious effect 
of carbon disulfide on the nervous system is attributed 
to its fat-solvent properties, but it is far more toxic 
than many good solvents such as the higher alcohols, 


4. Delpech, A.-L.-D.: — par linhalation du soufre 
de carbone, Gaz. hebdomad., 1856, p. 384 

5. Carbon disulfide was used a the so-called Parkes Process for 
curing rubber, known in this country as the “acid or cold cure.” This has 
largely given way everywhere to the heat cure and is no longer used in 
the United States. 

6. Laudenheimer, R.: 
arbeiter, Leipzig, 1899. 

7. Ranelletti, A.: Industrial Poisoning by Carbon Disulfide in Italy, 
Arch. f. Gewerbepath. u. Gewerbehyg. 2: 664 (Dec. 17) 1932; abstr. 

Indust. Hyg. & Toxicol. 18: 5, 1933. The Cumulative Index Medicus 
for 1934 lists thirteen articles, all by Italians. 
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certain of the chlorinated hydrocarbons, ether or ace- 
tone. The commonly observed early symptoms are 
insomnia, fatigue, listlessness and-loss of initiative, 
depression of spirits, irritability and causeless anger, 
loss of memory and premature loss of libido. Later on 
paralyses develop, impairment of vision or temporary 
blindness, headaches, perhaps acute hallucinatory psy- 
choses, impotence, emaciation and cachexia. 

The 120 men examined in the Pennsylvania study 
exhibited these symptoms in their early stages but 
unmistakably, thus furnishing confirmation of the 
European work done in this field. To summarize 
briefly the results, 71 per cent showed psychic distur- 
bances varying in degree from severe insomnia with 
bad dreams to extreme irritability, uncontrollable anger 
with rapid changes of mood, marked memory defects 
and in some instances psychoses, usually of maniacal 
tvpe. Loss of libido was found in 75 per cent of the 
men under 45 years of age. The nerves most com- 
monly involved were the peroneal and the radial and 
ulnar. Seventy-five per cent of the men suffered pain 
or, less often, decreased sensitivity in the early course 
of the intoxication, followed by weakness and partial 
paralysis. Determination of chronaxia proved valuable 
in the quantitative evaluation of early changes in motil- 
ity. A decrease of corneal and pupillary reflexes was 
observed in half of those examined. Parkinsonism of 
various degrees occurred in 16.5 per cent, i. e. in every 
sixth or seventh man. The influence of carbon disulfide 
is seen in the fact that a third of those afflicted with 
parkinsonism worked in the churn room, the place of 
greatest exposure to carbon disulfide, while these work- 
ers represent only one thirtieth of the whole number 
exposed to carbon disulfide. In addition, three were 
found with the typical thalamic syndrome, in one case 
combined with parkinsonism, in another with choreatic- 
athetotic movements. Fifty-four per cent showed some 
ocular disturbance, such as enlargement of the blind 
spots, contraction of the peripheral fields, anesthesia of 
the cornea (partly due to the effect of hydrogen and 
sulfide), diminution of the pupillary reflex and nystag- 
mus. This enlargement of the blind spot has not been 
previously reported in medical literature, and the 
diminution of the pupillary reflex has been mentioned 
only rarely. In the ear, the cochlear and vestibular 
nerves were involved in 71 per cent of those examined. 
The most important change found was a lacuna in the 
hearing curve, like that accompanying tobacco-alcohol 
ainblyopia, which was found at the frequency of 4,096 
double vibrations. This bearing loss, which is above 
the range of speech frequency, was detected in more 
than half of the men. Examination of the blood showed, 
as the most consistent abnormality, an alteration in 
morphology and staining properties’ of the monocytes, 
which exhibited a slaty blue cytoplasm crowded with 
minute neutrophilic granules and numerous vacuoles. 
Such “toxic monocytes” were found in almost every 
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specimen examined and constituted about 90 per cent 
of the monocytes counted in each case. It is noted that 
only 5 per cent of the specimens of blood examined 
gave a positive Wassermann reaction, a low proportion 
for an industrial group, according to the figures of the 
U. S. Public Health Service. 

An important contribution to the literature of carbon 
disulfide poisoning is the report of a necropsy on a 
viscose worker, a spinner for twenty-two years, who 
died after an operation on the gallbladder. Extensive 
parenchymatous degeneration of peripheral nerves 
(sciatic and intercostal) was found and toxic changes 
in the ganglion cells of the cerebral cortex. The patho- 
logic changes in the liver, kidneys and heart muscle 
were possibly to be attributed to the cholecystitis. This 
is a valuable addition to the scanty number (four in 
all*) of necropsy records published up to now. 


Current Comment 


VENEZUELAN EQUINE ENCEPHA- 
LOMYELITIS 

Coincident with the recent severe epidemics of equine 
encephalomyelitis in Canada and the United States, a 
similar disease was recognized in Venezuela. Portions 
of the brains of horses dying of this disease were sent 
to Beck and Wyckoff! of the Lederle Laboratories for 
comparison with the northern types. When inoculated 
into guinea pigs and mice the Venezuelan virus pro- 
duced symptoms similar to those of eastern encephalo- 
myelitis. The virus, however, was from ten to a 
hundred times more virulent (or in greater concentra- 
tion) than the usual eastern strain. Vaccines made 
from the Venezuelan strain and treated with formalde- 
hyde would confer a solid immunity against the Vene- 
zuelan type. Cross protection tests, however, showed 
that solid immunity against the western virus was not 
accompanied by a demonstrable increase in resistance 
against the Venezuelan strain. Eastern immune guinea 
pigs also could be infected with the South American 
strain. A solid immunity against the Venezuelan virus, 
however, protected against a single minimal lethal dose 
of the eastern virus but showed no demonstrable pro- 
tection if tests were made with ten or more minimal 
lethal doses of eastern virus. The results of the cross 
protection tests demonstrate that the Venezuelan virus 
is immunologically distinct from the western North 
American type of this disease but presumably has a 
minor heterophile factor common with the eastern virus. 
For all practical purposes, therefore, three immuno- 
logically distinct epidemics of horse encephalomyelitis 
must now be recognized on the Western Hemisphere. 
A polyvalent vaccine containing all three types of the 
formaldehyde treated virus is now the subject of 
experimentation. 


8. Cenci (1907), Redaelli (1925), Ascarelli (1933), Abe (1933). The 
last (Abe, Mazaro: Beitrag zur pathologischen Anatomie der chronischen 
ap. J. M. Se., Tr. VIII Int. Med. Pediat. 
& “Psychiat. 31:1 [Sept.] 1933) is the only one that measures up to 
modern standards. 
1. Beck, C. E., and Wyckoff, Ralph W. G.: Science 88: 530 (Dec. 
2) 1938. 
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A PREPOSTEROUS INDICTMENT 
[St. Louis Daily Globe-Democrat, Dec. 21, 1938] 


The indictment by a federal grand jury at Washington of the 
American Medical Association, three local medical societies and 
twenty-one individual physicians indicates the lengths to which 
Assistant Attorney General Thurman Arnold is prepared to go 
in waging war on what he chooses to term monopolies. As a 
matter of course, when Congress years ago passed the antitrust 
laws it never dreamed that they would or could be applied to 
such conditions as Mr. Arnold is now attacking. Indeed, there 
is no reasonable basis either in the spirit or the letter of these 
laws for such official procedure by the Federal Government. 
Mr. Arnold is simply making his own laws and by means of 
criminal indictments on charges that in no proper sense can be 
regarded as criminal is endeavoring to force organizations 
which for any reason he does not like to consent to regulations 
of his own that Congress has never authorized. The “consent 
degree” which by such coercive procedure he forced upon the 
automobile companies, applying to their relations with automo- 
bile credit associations, is the most recent instance. 

Mr. Arnold is presumably in favor of “Socialized Medicine,” 
and because the American Medical Association—which is said 
to include in its membership 110,000 of the 145,000 physicians 
practicing their profession in this country—is actively opposed 
to the forms of socialized medicine recently developing here, 
he subjects the Association, and many of its members individ- 
ually, to criminal indictments. The American Medical Asso- 
ciation contends that the group health associations against which 
it has taken its stand tend to lower the high standards of medical 
practice and to break down the close relations between the phy- 
sician and his patient. There are certain attractions in the idea 
of group health insurance which appeal to large numbers of 
people, hut whether it is really in the public interest is a 
debatable question, Certainly the great majority of physicians 
do not think so. 

And because they do not think so they are, through their 
vast organization, subjected to criminal indictment by what is 
erroneously called the “Department cf Justice.” Regardless of 
the merits of the controversy no more tyrannical procedure by 
government could be imagined than this in a country that is 
still supposed to be free. It is a threat to every organization 
of citizens, professional or otherwise, that is established for the 
promotion of common interests. If one can be subjected to such 
pressure others can be whenever charges against them can be 
trumped up by an official of the Department of Justice disposed 
to take such action. The American Bar Association itself could 
be made answerable to criminal indictments if the Department 
of Justice as now conducted saw fit to charge it with conduct 
displeasing to Mr. Arnold. While Congress is investigating 
this, that and the other it had better look into the conduct of 
the Department of Justice, else, who knows, it may also be 
indicted. 


MISUSE OF A LAW 
[Herald-Dispatch, Huntington, W. Va., Dec. 21, 1938] 


Application of the Sherman antitrust law to the professions 
is an idea that only the New Deal could have been expected 
to conceive. The launching of a criminal prosecution against 
the American Medical Association is on a brazenness par with 
the attempt to pack the supreme court of the United States. 

Laws, especially federal laws, are peculiar. Often they are 
so worded that their actual purport can be stretched to points 
entirely beyond the intent of their framers and this may prove 
true in relation to the charges brought against the A. M. A. 
and certain individual physicians. But it is patent that the 
congress which enacted a law for the curbing of industrial and 
commercial monopolies never dreamed that it might some day 
be used for the harassing of the professions. 


The word “professicns” is used advisedly, for if it can be 
applied to physicians it certainly can with equal force be 
directed to dentists, lawyers, engineers and any other organized 
professional group—even ministers and churches. 

So far fetched is the Sherman law prosecution of the “medi- 
cal trust” that it can only be construed as being based on a 
vengeance motive, vengeance because the A. M. A. has been cool 
toward the administration’s medical care program. 

News of this prosecution will stir the nation profoundly. 
Whatever the result of the proceedings in the courts them- 
selves, they will serve to widen, not heal, the breach between 
the government and the medical profession as well as to center 
the attention of the public on the subject of medical, surgical 
and hospital costs. 

News of the action of the department of justice followed 
almost immediately upon that of a pioneer step in socialized 
medicine taken by the California Medical Association. This 
association has approved a health insurance plan with medical, 
surgical and hospital care on a basis of about $2.50 a month. 

This insurance is to be sold only to wage earners whose 
maximum incomes do not exceed $2,500 annually. 

Under it, the patient is to choose his own physician and 
hospital. Physicians are to be paid on a unit basis, with no 
interference with private practice. 

The California experiment will be watched attentively by the 
nation at large. Wherever it exists it is on an experimental 
basis, working toward the solution of the widely recognited 
problem of medical care and toward the averting of the sociali- 
zation of medicine in an actual sense by the assertion of govern- 
ment or state control. 


ABOUT DOCTORS 
[New York Datly Mirror, Dec. 22, 1938] 


Most of the idealism, the self sacrifice, the unselfishness, the 
burning, passionate interest in the welfare of humans, the 
unflinching devotion to their duty, and the deepest religious 
convictions that exist in the young men who begin their lives 
in America, you will find in those young men who enter medical 
schools. 

As doctors, these young men have gone on to raise the stand- 
ards of American medicine higher than you will find in any of 
those European or Latin American countries that boast of their 
“socialized medicine.” 

The average American receives medical care that is better 
than the best that the rich or the politically powerful can get 
from their specialists in Europe. 

The problems of the American medical profession, and its 
standards, are matters which we as a newspaperman cannot 
hope fully to understand, would not dare try to dictate. We 
have not had the training of a Man of Medicine. 

By the same token, we do not believe that any brush-lipped 
college professor—who was chiefly noted at Yale for his 
campus-variety wit and his delight in the sound of his own 
voice—we do not believe that such a man as Thurman Arnold 
is remotely qualified to set up through coercion a code of “fair 
practice” for those skilled men who devote their lives to healing 
the sick. 

We believe that Thurman Arnold has unwittingly raised an 
issue that lawyer-politicians would prefer to keep quiet: 

How much more of our freedom of action, of our liberties 
to engage in the exchange of goods and services, must we 
sacrifice to the obsessions of legalistic department dictators in 
Washington who have unlimited power to regulate a productive 
system which they do not understand? 

Such a dictator is this Thurman Arnold, who has used his 
power to indict as a tyrant’s club to force the American 
Medical Association to alter a position taken by the democratic 
action of its members. 
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He cracks down on the Medical Association and presumes 
to say that it has “restrained trade” by disciplining its own 
members and controlling the growth of “group medicine.” 

Mr. Arnold refuses to recognize that there are already 
2,000 such cooperative medical groups operating in America, 
with the full approval of the Medical Association, because 
they do not RESTRAIN the patient’s right to choose his own 
physician. 

Mr. Arnold refuses to recognize the very danger which he 
best represents—the POLITICAL control of the medical 
profession. 

Woodrow Wilson once said: “Every man who takes office 
in Washington, either grows or swells. . .” 

Mr. Arnold is “swelling.” Tomorrow, we'll tell you how he 
uses his “consent decrees” as a club to enforce his “benevolent 


despotism.” 
The Tyrant 


TAKE ORDERS FROM ME 
AND | 
THE 


WONT USE 
WHIP — 


Thurman Arnold, ex-college professor aud now trust-busting Assistant 
Attorney General, has indicted the ruling body of American Medicine on 
charges of restraining the activities of “group medicine.”’ But if the 
Medical Association had agreed to “play ball” with Arnold, the indictment 
would have been shelved. Arnold’s system is a brutal combination of the 
Star Chamber and Nazi bureaucracy. The doctors of America should 
unite in this fight against a system which jeopardizes the liberties of every 
citizen.—New York Daily Mirror. 


ON THE MEDICAL FRONT 
[Charleston, S. C. Evening Post, Dec. 21, 1938] 


If laymen do not know all the details of the quarrel between 
the American Medical Association and the Group Health Asso- 
ciation, Washington medical cooperative, or of the proceeding 
which the governmert has brought against organizations of 
physicians in the courts of the District of Columbia, they are 
nevertheless able to understand that the anti-monopoly prosecu- 
tions which have been instituted with grand jury indictments 
may have a far-reaching effect on the practice of medicine and 
the relations between physicians and patients in this country. 
Since everybody in the United States is at least a potential 
patient, the subject is one that concerns all. 

Behind the federal prosecution is, of course, the fight of 
organized medicine against a movement for cooperative medicine 
and toward socislized medicine. The Group Health Association 
is a cooperative enterprise that undertakes to provide medical 
care for government workers who pay regular fees into a 
central fund for the purpose. The plan attracted national 
attention some months ago, when at one and the same time the 
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issue of socialized medicine was debated at the meeting of the 
American Medical Association and the federal administration 
named a group to study the subject. It is charged that the 
defendants in the present case, who include the American 
Medical Association, several affiliated societies and a number 
of individual physicians, conspired to “restrain trade” by pre- 
venting doctors hired by the Washington cooperative from 
practicing in the hospitals or consulting with other doctors. 

However the Washington case comes out, it is plain that the 
American Medical Association and its affiliates, which include 
the overwhelming majority of recognized medical organizations, 
are certain to feel increasing pressure for socialized medicine 
of all kinds, an inevitable outgrowth of the political and 
economic ideas which have been propagated and fostered in 
the United States in the last few years. Socialized medicine 
is an inevitable accompaniment of social insurance. When the 
New Dealers decided to investigate the subject, it was not for 
the purpose of finding out how to prevent the spread of the idea 
but rather how to promote it. 

What will happen to the art and science of medical practice 
if and when medicine has been socialized is a matter for con- 
jecture, but a good argument could be made out for the claim 
that when the individual practitioner becomes a salaried worker 
for the government or a quasi-public cooperative, progress in 
the profession may be retarded, to say the least. What seems 
fairly certain is that the close personal relationship that has 
always existed between physician and patient and that many 
believe is an important element in ordinary medical practice 
and care will suffer materially and perhaps vanish if the time 
comes when the doctor is an impersonal agent of government 
like the inspector of income tax returns or the postoffice clerk. 
So long as this country is a democracy the people are entitled 
to have, within the limits of the organic law, what they want; 
but why they should desire to socialize and federalize the 
practice of- medicine is a mystery. 


A STRUGGLE FOR CONTROL OF 
THE PUBLIC HEALTH 
{Philadelphia Evening Public Ledger, Dec. 22, 1938] 


Issues of far-reaching importance to the people of the United 
States are involved in the indictment by a District of Columbia 
Grand Jury of the American Medical Association and several 
other medical societies on the charge of participating in an 
unlawful combination and conspiracy in restraint of trade. It’ 
is an extraordinary charge and in many ways unprecedented. 
It calls the doctors to account under the Sherman Anti-Trust 
Act, alleging that they intend to make and maintain a monopoly 
of medical service. 

The case, of course, will be bitterly fought to the final decision 
of the Supreme Court of the United States. Organized medi- 
cine, represented by the American Medical Association, recently 
adopted a resolution that it would fight any such case “to the 
utmost with every means in its power, exhausting, if necessary, 
the last recourse of distinguished legal talent.” 

But on the other side is the plain intent of the Federal 
Government to establish the principle of group health insur- 
ance on its own terms. Many regard this intention as the 
entering wedge of socialized medicine. Voluntary enrolment 
of individuals in societies providing medical care is the fore- 
runner of compulsory health insurance under Federal control, 
probably paid for, in part, with public funds. 


The case before the courts is remarkable in many ways. 
For a long time the fight it represents has been maturing to a 
crisis. About a year ago the Group Health Association, Inc., 
was formed in Washington, with its membership restricted to 
low-income employees of the Home Owners Loan Corporation. 
Later membership was extended to all Government employees. 

But this was an organization unlike many medical insurance 
groups, about 2,000 of which have received the approval and 
support of organized medicine. In California, recently, a state 
program of medical insurance was overwhelmingly indorsed by 
the profession. 
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The complaint of the doctors against Group Health Insur- 
ance, Inc., was twofold. One objection was that it denied the 
right of the patient to choose his own physician, requiring him 
to call on a doctor associated with the organization. The other 
was that a “third party” intervened between patient and physi- 
cian, hiring the doctor’s skill and services and selling them to 
the subscriber. 

In vigorous terms the men of organized medicine have 
denounced these characteristics of the plan. They consider 
them dangerous to the public health, mainly because of the possi- 
bility that incompetent practitioners may attach themselves to 
this type of organization for the sake of the fixed income it 
offers. They regard them, too, as destructive of the rights and 
responsibilities of their profession and ultimately of all private 
medical practice. 


So the American Medical Association, the Medical Society of 
the District of Columbia and the Washington Academy of Sur- 
gery thought fit to fight back. They were joined by other 
medical societies and by a number of Washington hospitals. 

Doctors serving the Group Health Association were “dis- 
ciplined.” Some were suspended from membership in medical 
societies. Some were denied use of hospital facilities. On these 
grounds, the medical associations are now accused of con- 
spiracy in restraint of trade, an extraordinary charge against 
a learned profession. 

The doctors, therefore, must now defend another point of 
principle. Dr. William J. Carrington, president of the Medical 
Society of New Jersey, points out that “organized medicine has 
always believed that its right to discipline its own members 
was just as unimpeachable as the right of trade unions to dis- 
cipline theirs.” The principle involved is fundamental, for the 
code of professional conduct and ethics has bound the men of 
medicine for centuries and is effective only because there has 
been power to enforce it. Refusing sanction and approval to 
the Group Health Association, organized medicine had no choice 
but to put pressure on physicians who defied its disapproval. 

This is the case before the court, but a larger issue is before 
the country. It is not the question whether group health insur- 
ance is right or wrong. It is already an established fact. What 
must now be determined is whether it shall be planned, organ- 
ized and controlled by the medical profession or by private 
commercial enterprise and eventually by Government. 


THE MEDICAL “TRUST” 
[Atlanta, Ga., Constitution, Dec. 25, 1938] 


Considering the somewhat unrestrained condemnation of the 
medical profession which emanated from the Department of 
Justice last summer, the indictment of the American Medical 
Association by a federal grand jury comes as no startling sur- 
prise. Thurman Arnold, assistant attorney general, forecast 
the procedure. He said, with reference to closing Washington 
Hospitals to certain doctors affiliated with a group hospitaliza- 
tion plan, that “it is an attempt on the part of one group of 
physicians to prevent qualified doctors from carrying out their 
calling.” 

In the legal eye of the assistant attorney general this was a 
perfect example of a combination in restraint of trade, punish- 
able under the Sherman anti-trust act. He considered it his 
duty, presumably, to dissolve the “trust” and punish those 
responsible for its operation. Hence the indictment. 

But when the matter is examined in the cold light of common 
sense, with all the political fog removed, the premise upon which 
the indictment is based is absurd. The American Medical Asso- 
ciation is no more of a trust, or a combination in restrain of 
trade, than Mr. Arnold’s American Bar Association, or the 
national organization of architects, or, indeed, the American 
Federation of Labor, all of which have prescribed rigid rules 
of practice. 

If a lawyer, or an architect, or a plumber violates the rules of 
his organization he is chased out at the first meeting, just 
as a doctor is expelled for practices considered unethical in 
medicine. 

Unfortunately for the idea of a greater expansion of medical 
services among the people, many shallow-thinking politicians 
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have jumped to the conclusion that a simple appropriation of 
$850,000,000 by the federal government will fill the bill. They 
labor under the delusion that money can buy anything; that 
a well equipped office—beautiful furniture, overstuffed chairs 
and shiny new instruments—means a well equipped doctor. 

The profession of medicine, by its very nature, is a monopoly. 
It couldn’t very well be otherwise. It requires at least eight 
years, from the time he graduates from prep school, to fit a 
man merely to start “practicing.” Additional years are required 
to make him into a “doctor.” So the standards of practice 
naturally ascend to a high plane. It requires never ceasing vigi- 
lance to maintain these standards. If they were altered to fit 
some particular social theory, the profession would soon be 
overrun with all manner of smooth-tongued quacks. 

It is not denied there is room for broadening and improving 
the medical care of all the people. The doctors, as a whole, 
are aware of this. They are willing to cooperate. They are 
cooperating, on a broad front, and in a practical way. The 
nature of the extensions sought, however, are such as should 
call for making haste slowly. It must first be decided just 
what is to be done. 

Therefore the indictment under the assumption that a certain 
pet scheme in Washington to revolutionize medical practice is 
everything to be desired will, in all probability, do more to 
retard than to hasten the movement. 
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From the Evening Star, Washington, D. C., Dec. 23, 1938. 


A. M. A. INDICTMENT 
[The Dallas Morning News, Dec. 22, 1938] 

Certainly open to serious question is the legitimacy of the 
indictment brought against the American Medical Association 
and certain of its officials and groups for violation of the anti- 
trust laws. Medicine and surgery do not constitute trade in the 
ordinary meaning of the term. <A conviction can do no good 
and an acquittal, highly probable, may deter the reforms in 
medical practice which the group health association movement 
seeks to effect. 

Fearful of the state medicine bogy and apparently wilfully 
blind to the successful operation of contract medicine in Great 
Britain, the A. M. A. has long set its face sternly against any 
effort to solve the problem of medical care cost on a pre- 
contract group basis. The A. M. A. has certainly sought to 
discipline the ethical doctor and prevent his serving the sort 
of practice to which it objects regardless of his standing as a 
practitioner. 

In all probability the best cure for that would be found in 
statutory regulations which would protect those physicians who 
seek to cooperate in group health experiments. The present 
A. M. A. case is by no means comparable to ordinary trust 
suits, for the association will not deny the acts recorded in the 
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He cracks down on the Medical Association and presumes 
to say that it has “restrained trade” by disciplining its own 
members and controlling the growth of “group medicine.” 

Mr. Arnold refuses to recognize that there are already 
2,000 such cooperative medical groups operating in America, 
with the full approval of the Medical Association, because 
they do not RESTRAIN the patient’s right to choose his own 
physician. 

Mr. Arnold refuses to recognize the very danger which he 
best represents—the POLITICAL control of the medical 
profession. 

Woodrow Wilson once said: “Every man who takes office 
in Washington, either grows or swells. . 

Mr. Arnold is “swelling.” Tomorrow, we'll tell you how he 
uses his “consent decrees” as a club to enforce his “benevolent 


despotism.” 
The Tyrant 


FROM ME 
AND | WONT USE 
THE WHIP— 


Thurman Arnold, ex-college professor and now trust-busting Assistant 
Attorney General, has indicted the ruling | body of American Medicine on 
charges of restraining the activities of “group medicine.”’ But if the 
Medical Association had agreed to “play ball” with Arnold, the indictment 
would have been shelved. Arnold’s system is a brutal combination of the 
Star Chamber and Nazi bureaucracy. The doctors of America should 
unite in this fight against a system which jeopardizes the liberties of every 
citizen.—New York Daily Mirror. 


ON THE MEDICAL FRONT 
{Charleston, S. C. Evening Post, Dec. 21, 1938] 


If laymen do not know all the details of the quarrel between 
the American Medical Association and the Group Health Asso- 
ciation, Washington medical cooperative, or of the proceeding 
which the governmert has brought against organizations of 
physicians in the courts of the District of Columbia, they are 
nevertheless able to understand that the anti-monopoly prosecu- 
tions which have been instituted with grand jury indictments 
may have a far-reaching effect on the practice of medicine and 
the relations between physicians and patients in this country. 
Since everybody in the United States is at least a potential 
patient, the subject is one that concerns all. 

Behind the federal prosecution is, of course, the fight of 
organized medicine against a movement for cooperative medicine 
and toward sociglized medicine. The Group Health Association 
is a cooperative enterprise that undertakes to provide medical 
care for government workers who pay regular fees into a 
central fund for the purpose. The plan attracted national 
attention some months ago, when at one and the same time the 


Jour. A. M. 
Jan. 7, i939 


issue of socialized medicine was debated at the meeting of the 
American Medical Association and the federal administration 
named a group to study the subject. It is charged that the 
defendants in the present case, who include the American 
Medical Association, several affiliated societies and a number 
of individual physicians, conspired to “restrain trade” by pre- 
venting doctors hired by the Washington cooperative from 
practicing in the hospitals or consulting with other doctors. 

However the Washington case comes out, it is plain that the 
American Medical Association and its affiliates, which include 
the overwhelming majority of recognized medical organizations, 
are certain to feel increasing pressure for socialized medicine 
of all kinds, an inevitable outgrowth of the political and 
economic ideas which have been propagated and fostered in 
the United States in the last few years. Socialized medicine 
is an inevitable accompaniment of social insurance. When the 
New Dealers decided to investigate the subject, it was not for 
the purpose of finding out how to prevent the spread of the idea 
but rather how to promote it. 

What will happen to the art and science of medical practice 
if and when medicine has been socialized is a matter for con- 
jecture, but a good argument could be made out for the claim 
that when the individual practitioner becomes a salaried worker 
for the government or a quasi-public cooperative, progress in 
the profession may be retarded, to say the least. What seems 
fairly certain is that the close personal relationship ihat has 
always existed between physician and patient and that many 
believe is an important element in ordinary medicai practice 
and care will suffer materially and perhaps vanish if the time 
comes when the doctor is an impersonal agent of government 
like the inspector of income tax returns or the postoffice clerk. 
So long as this country is a democracy the people are entitled 
to have, within the limits of the organic law, what they want; 
but why they should desire to socialize and federalize the 
practice of- medicine is a mystery. 


A STRUGGLE FOR CONTROL OF 
THE PUBLIC HEALTH 
[Philadelphia Evening Public Ledger, Dec. 22, 1938] 

Issues of far-reaching importance to the people of the United 
States are involved in the indictment by a District of Columbia 
Grand Jury of the American Medical Association and several 
other medical societies on the charge of participating in an 
unlawful combination and conspiracy in restraint of trade. It’ 
is an extraordinary charge and in many ways unprecedented. 
It calls the doctors to account under the Sherman Anti-Trust 
Act, alleging that they intend to make and maintain a monopoly 
of medical service. 

The case, of course, will be bitterly fought to the final decision 
of the Supreme Court of the United States. Organized medi- 
cine, represented by the American Medical Association, recently 
adopted a resolution that it would fight any such case “to the 
utmost with every means in its power, exhausting, if necessary, 
the last recourse of distinguished legal talent.” 

Rut on the other side is the plain intent of the Federal 
Government to establish the principle of group health insur- 
ance on its own terms. Many regard this intention as the 
entering wedge of socialized medicine. Voluntary enrolment 
of individuals in societies providing medical care is the fore- 
runner of compulsory health insurance under Federal control, 
probably paid for, in part, with public funds. 


The case before the courts is remarkable in many ways. 
For a long time the fight it represents has been maturing to a 
crisis. About a year ago the Group Health Association, Inc., 
was formed in Washington, with its membership restricted to 
low-income employees of the Home Owners Loan Corporation. 
Later membership was extended to all Government employees. 

But this was an organization unlike many medical insurance 
groups, about 2,000 of which have received the approval and 
support of organized medicine. In California, recently, a state 
program of medical insurance was overwhelmingly indorsed by 
the profession. 
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The complaint of the doctors against Group Health Insur- 
ance, Inc., was twofold. One objection was that it denied the 
right of the patient to choose his own physician, requiring him 
to call on a doctor associated with the organization. The other 
was that a “third party” intervened between patient and physi- 
cian, hiring the doctor’s skill and services and selling them to 
the subscriber. 

In vigorous terms the men of organized medicine have 
denounced these characteristics of the plan. They consider 
them dangerous to the public health, mainly because of the possi- 
bility that incompetent practitioners may attach themselves to 
this type of organization for the sake of the fixed income it 
offers. They regard them, too, as destructive of the rights and 
responsibilities of their profession and ultimately of all private 
medical practice. 


So the American Medical Association, the Medical Society of 
the District of Columbia and the Washington Academy of Sur- 
gery thought fit to fight back. They were joined by other 
medical societies and by a number of Washington hospitals. 

Doctors serving the Group Health Association were “dis- 
ciplined.” Some were suspended from membership in medical 
societies. Some were denied use of hospital facilities. On these 
grounds, the medical associations are now accused of con- 
spiracy in restraint of trade, an extraordinary charge against 
a learned profession. 

The doctors, therefore, must now defend another point of 
principle. Dr. William J. Carrington, president of the Medical 
Society of New Jersey, points out that “organized medicine has 
always believed that its right to discipline its own members 
was just as unimpeachable as the right of trade unions to dis- 
cipline theirs.” The principle involved is fundamental, for the 
code of professional conduct and ethics has bound the men of 
medicine for centuries and is effective only because there has 
been power to enforce it. Refusing sanction and approval to 
the Group Health Association, organized medicine had no choice 
but to put pressure on physicians who defied its disapproval. 

This is the case before the court, but a larger issue is before 
the country. It is not the question whether group health insur- 
ance is right or wrong. It is already an established fact. What 
must now be determined is whether it shall be planned, organ- 
ized and controlled by the medical profession or by private 
commercial enterprise and eventually by Government. 


THE MEDICAL “TRUST” 
{Atlanta, Ga., Constitution, Dec. 25, 1938] 


Considering the somewhat unrestrained condemnation of the 
medical profession which emanated from the Department of 
Justice last summer, the indictment of the American Medical 
Association by a federal grand jury comes as no startling sur- 
prise. Thurman Arnold, assistant attorney general, forecast 
the procedure. He said, with reference to closing Washington 
Hospitals to certain doctors affiliated with a group hospitaliza- 
tion plan, that “it is an attempt on the part of one group of 
physicians to prevent qualified doctors from carrying out their 
calling.” 

In the legal eye of the assistant attorney general this was a 
perfect example of a combination in restraint of trade, punish- 
able under the Sherman anti-trust act. He considered it his 
duty, presumably, to dissolve the “trust” and punish those 
responsible for its operation. Hence the indictment. 

But when the matter is examined in the cold light of common 
sense, with all the political fog removed, the premise upon which 
the indictment is based is absurd. The American Medical Asso- 
ciation is no more of a trust, or a combination in restraing of 
trade, than Mr. Arnold’s American Bar Association, or the 
national organization of architects, or, indeed, the American 
Federation of Labor, all of which have prescribed rigid rules 
of practice. 

If a lawyer, or an architect, or a plumber violates the rules of 
his organization he is chased out at the first meeting, just 
as a doctor is expelled for practices considered unethical in 
medicine. 

Unfortunately for the idea of a greater expansion of medical 
services among the people, many shallow-thinking politicians 
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have jumped to the conclusion that a simple appropriation of 
$850,000,000 by the federal government will fill the bill. They 
labor under the delusion that money can buy anything; that 
a well equipped office—beautiful furniture, overstuffed chairs 
and shiny new instruments—means a well equipped doctor. 

The profession of medicine, by its very nature, is a monopoly. 
It couldn’t very well be otherwise. It requires at least eight 
years, from the time he graduates from prep school, to fit a 
man merely to start “practicing.” Additional years are required 
to make him into a “doctor.” So the standards of practice 
naturally ascend to a high plane. It requires never ceasing vigi- 
lance to maintain these standards. If they were altered to fit 
some particular social theory, the profession would soon be 
overrun with all manner of smooth-tongued quacks. 

It is not denied there is room for broadening and improving 
the medical care of all the people. The doctors, as a whole, 
are aware of this. They are willing to cooperate. They are 
cooperating, on a broad front, and in a practical way. The 
nature of the extensions sought, however, are such as should 
call for making haste slowly. It must first be decided just 
what is to be done. 

Therefore the indictment under the assumption that a certain 
pet scheme in Washington to revolutionize medical practice is 
everything to be desired will, in all probability, do more to 
retard than to hasten the movement. 
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CAN IT HAPPEN HERE? 
From the Evening Star, Washington, D. C., Dec. 23, 1938. 


A. M. A. INDICTMENT 
[The Dallas Morning News, Dec. 22, 1938] 

Certainly open to serious question is the legitimacy of the 
indictment brought against the American Medical Association 
and certain of its officials and groups for violation of the anti- 
trust laws. Medicine and surgery do not constitute trade in the 
ordinary meaning of the term. A conviction can do no good 
and an acquittal, highly probable, may deter the reforms in 
medical practice which the group health association movement 
seeks to effect. 

Fearful of the state medicine bogy and apparently wilfully 
blind to the successful operation of contract medicine in Great 
Britain, the A. M. A. has long set its face sternly against any 
effort to solve the problem of medical care cost on a pre- 
contract group basis. The A. M. A. has certainly sought to 
discipline the ethical doctor and prevent his serving the sort 
of practice to which it objects regardless of his standing as a 
practitioner. 

In all probability the best cure for that would be found in 
statutory regulations which would protect those physicians who 
seek to cooperate in group health experiments. The present 
A. M. A. case is by no means comparable to ordinary trust 
suits, for the association will not deny the acts recorded in the 
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complaint except in the interpretation made of them by the 
grand jury. But the A. M. A. can itself be disciplined without 
criminal proceedings for acts which the organization does not 
regard as criminal or even as wrong. 

As a matter of fact, of course, all signs point to voluntary 
agreement by the medical field to experiments from which it 
has long shied so violently. Group medicine plans for low or 
medium income bracket patients are now being studied and in 
‘some cases tried by medical societies. The affected public 
believes medicine has long been in error in its attitude. But it 
knows the doctors are not criminals and it believes that medi- 
cine can be trusted to set itself right. 


| Chimney Surgery—By Hungerford 


From the Pittsburgh Post-Gazette, Dec. 22, 1938. 


MEDICAL CHARGE 
[The Indianapolis News, Dec. 22, 1938] 

The indictment at Washington of officials of the American 
Medical Association and members and officials of local medical 
societies in the District of Columbia indicates that the depart- 
ment of justice has not receded from its position that the 
anti-trust laws were violated when the medical groups used 
their power to obstruct the formation and operation of a group 
health association in Washington. This association was 
formed by government employees. In return for monthly 
dues they expected to receive medical and hospital service. 
The government contends that the medical societies in Washing- 
ton opposed this move by barring physicians who were retained 
by the group health association from their organizations and 
from recognition as hospital staff members. 

The American Medical Association has declared that it will 
defend itself and its members on two basic grounds. Their first 
defense is that the anti-trust laws are directed against monopo- 
lies in restraint of trade, while the practice of medicine is in no 
sense a trade within the commonly accepted meaning of the 
term. Their second line of defense is that they have opposed 
these organizations because they tend to throw control of the 
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practice of medicine into the hands of the laymen who direct 
the group. They have indicated that they are not opposed to 
group health organizations which give full recognition to the 
right of physicians to make their own professional decisions. 

In prosecuting this case, the department of justice will have 
to pioneer in a field which heretofore has never been regarded 
as afiected by the anti-trust law. The right of professional 
groups to organize for the purpose of protecting their profes- 
sion from unworthy practitioners and from methods which are 
deemed to be adverse to the public welfare has always been 
respected. If the government’s position is sound, every organiza- 
tion of professional and skilled workers will risk similar action. 
Certainly trades unions which insist on high standards of skill 
as a condition of membership will face the possibility of having 
to defend their organizations. The question goes to the funda- 
mentals of personal liberty under the American system of free 
enterprise. 


MEDICINE ON TRIAL 
[Grand Rapids, Mich. Press, Dec. 22, 1938] 


Federal indictments against the American Medical Associa- 
tion, three medical societies and twenty-one individuals charging 
violation of the anti-trust laws have thrust before the American 
people a subject of deep significance. 

Legally the case reaches down into the fundamental meaning 
of professional service. Is medicine to be considered a profes- 
sion or a trade? Is medical service to be dispensed like an 
ordinary conimodity or will it continue to be regarded as a 
service, the professional and ethical standards of which shali be 
regarded as above the ordinary rules of trade and commerce? 

It may not be possible for the government prosecution to 
link medicine with trade and commerce from a legal standpoint. 
That apparently is to be the principal defense at the outset. But 
even though a successful defense may be made on these grounds 
it will not solve the problem which now confronts the profession. 

If medicine and trade are closely connected in the public mind 
it is indicative of a grave development of public thought. If the 
practice of medicine is not to be regarded as based on ideals of 
highest service to the community, but rather on a foundation 
of pure commercialism, is there not a serious threat of deteriora- 
tion in standards of practice? The average medical man 
probably would answer that question in the affirmative. 

How far the public mind has progressed toward this concept 
is indicated in part by the fact that a grand jury of twenty- 
three laymen approved the indictment. The Grand Rapids 
Press bureau in Washington reports that this jury was made 
up of salesmen, business executives, managers, a grocer, a 
taxicab driver, engineers, merchants and a Negro messenger. 
The group which decided there was evidence sufficient for 
indictment was not drawn from any one class of citizenry. It 
was a diversified group. And while the grand jury did not 
decide whether medicine is no more than a tri de, it was con- 
vinced nevertheless that indictments were warranted under laws 
which forbid conspiracies “in restraint of trade or commerce.” 
It would appear that in these laymen’s minds, at least, the 
distinction is not sufficient to be a bar to action. 

The medical profession might properly conduct a searching 
inquiry into its own practices in an effort to discover why this 
has come about. Has it been because of a failure to reach and 
retain the respect of large masses for the standards and position 
of the profession? 

It may be possible for the A. M. A. and others under indict- 
ment to beat this case on the ground that the profession does 
nog fall within the scope of the law. But there must be a frank 
answer to the specific charges as well if public confidence is to 
be retained. The profession as represented in the A. M. A. has 
been accused of using its power to force members to abide by 
its rules against engaging in group medical projects; it is ° 
accused of practicing professional ostracism to restrain coopera- 
tion with the groups and of forcing hospitals to close their doors 
against those who do not comply. 

Perhaps the answers to these charges are easily made. 
Perhaps the medical association can refute the accusations 
completely or explain them satisfactorily. That is what it 
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should attempt to do. It should not seek to evade these 
answers by taking refuge behind a purely technical defense, 
for the charges have raised questions in the public mind to 
which the general public will expect replies. Medical men 
close to the A. M. A. declare these suits are merely the climax 
of the fight between those wishing to provide a lower standard 
of medical care and those trying to maintain a higher standard. 
The public must be informed of the issues, however, if fair 
judgment is to be passed. 

It is worthy of note also that the same practices charged 
against the A. M. A. have been followed by other organizations, 
notably union labor, without drawing the fire of the department 
of justice. Workers declining to join unions have been ostra- 
cized. The monopoly in certain labor markets has not been 
challenged by the government. It seems to make a difference 
who follows these alleged practices. 

Out of all this turmoil there ought to come a better under- 
standing of organized medicine. The gain may not be all on one 
side. The whole question of a wider distribution of medical 
care and a more even distribution of its costs may be reviewed 
before this case is settled. That should be all to the good 
unless the forces of prejudice are allowed to take control. 


MEDICINE AND THE LAW 
[Minneapolis Journal, Dec. 23, 1938] 


The American Medical Association, three local medical 
societies and twenty-one individual physicians are now under 
federal indictment charged with violation of the Sherman Act. 
The indictments charge interference with spread of group 
medical practice. They mean criminal prosecutions—a govern- 
ment big stick. 

Whether socialized medicine or group practice are desirable 
social objectives are questions still open to debate. Highly 
complex, they are receiving the profound study of some of the 
best minds in the profession itself. But assuming for the 
moment that they are, is criminal prosecution of medical 
leaders the way to accomplish those ends? To ask the question 
is to answer it. 

This is not to say that wider distribution of the best medical 
service is not desirable. Doctors themselves do not deny that 
there are great numbers of people who, through ignorance, 
improvidence or any one of a dozen causes, are living on 
decidedly substandard levels, medically speaking. Clubbing and 
prosecuting the medical profession, however, is not the way to 
bring these groups to higher standards. 

In the last five years the profession itseli has shown its 
willingness to attempt a solution of the knotty problem of medi- 
cal economics. Beginnings have been made in many com- 
munities and some states. These, without exception, have been 
on medicine’s own initiative. They have been brought about 
largely by the pressure of changing social and economic forces, 
and the doctors’ knowledge that we live in an age of ferment 
and new departures. Coercion seems wholly unnecessary. 


INDICTING THE DOCTORS 
[Springfield, Mass. Union] 


The American Medical Association, 
societies and twenty-one physicians have been indicted by a 
Federal Grand Jury for violation of the Sherman Antitrust 
Act. A first impression, and one which the public will undoubt- 
edly share quite generally, is that the Department of Justice 
has used a butcher’s cleaver where a tempered blade would be 
more suitable for the purpose. 

That purpose is to forward the Government's group insurance 
program, to do which it is willing to frighten and malign highly 
respected medical associations and a distinguished group of 
able and honorable physicians and officials. We have in this 
roughshod procedure one of the best examples yet produced of 
the New Deal’s reckless and iil considered methods of achieving 
its ends. 

This is entirely aside from the merits of the question in 
dispute, on which there are sincere and legitimate differences 
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of opinion. There is much to be said for group health projects, 
and those who believe in them are enthusiastic in their deter- 
mination that a plan be adopted under government auspices. 
Nor is the American Medical Association entirely opposed to 
group health in principle. What this highly respected associa- 
tion of distinguished medical men insists upon is that thorough 
study shall first be made of plans which can be made to work 
effectively and efficiently with a minimum of Federal control. 

The medical profession is working out plans that will he 
practicable and equitable. They require time. The present 
Administration has given us many examples of hasty experi- 
mentation which have worked out badly and proved costly. In 
the field of medicine the more scientific approach is not only 
desirable but imperative, because the public welfare is vitally 
concerned. 


LOOKING INTO THE 


From the New York Times 


THE DOCTORS ARE INDICTED 
[New York Herald Tribune, Dec. 22, 1938] 


With his indictment of the American Medical Association and 
its eminent officers together with its District of Columbia 
affiliates and several of the leading physicians of Washington, 
Mr. Thurman W. Arnold has fired the second gun of his cam- 
paign to regulate the vexed question of “group medicine” 
through the unlikely instrument of the anti-trust laws. The 
ordinary American entertains, we believe, a high respect for the 
medical profession as composed in general of men of excep- 
tional unselfishness, competence and devotion. When he thinks 
of it, he probably admires its powerful official organization— 
represented by the American Medical Association and its local 
societies—-for the probity with which it has maintained ethical 
and technical standards and policed the profession against 
quackery and venality. It will be difficult for Mr. Arnold to 
convince the public that American physicians are a greedy crew 
and their organization a selfish monopoly primarily interested 
in the ruthless suppression of competition. 

On the other hand, the ordinary American is coming to regard 
the leadership of the medical association as inclined to err rather 
heavily on the conservative side in facing the real problems 
underlying the economics of medical care in the contemporary 
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world. He is being led to doubt whether that leadership is 
fully representative of the most alert thought among physicians 
themselves on this social and economic side of medical care; 
and if the facts should tend to sustain Mr. Arnold's allegations 
of a fairly ruthless suppression, in the District of Columbia, 
of a possibly hopeful experiment in voluntary group medicine, it 
would be difficult for the American Medical Associaticn to 
convince the public that its action was either wise or allowable. 

The anti-trust laws seem to us a most unsatisfactory instru- 
ment wherewith to raise this issue. Ii, as he hopes, Mr. Arnold 
gets a consent decree regulating the Washington situation alone, 
it will leave the Department of Justice with a kind of dis- 
cretionary power over medicine it is hardly competent to exer- 
cise. If the case is fought through the courts, as the medical 
association promises that it will be, it must end either in a 
victory for them, which would leave everything as before, or a 
defeat which might very gravely jeopardize their invaluable 
function of generally policing the professicn. Now, however, 
that the battle has been joined, it will have to be fought out, 
and perhaps the air will be somewhat clearer when it is over. 


THE DOCTOR AND THE TRAFFIC 


Shoemaker iu the Manchester Union. 


“DOC” INDICTED 
{New York World-Telegram, Dec. 21, 1938] 


“Organized Medicine Indicted as Trust,” says headiine. 

Which gets into a big subject, very big, indeed—one that 
touches not only every doctor but every other son of man who 
has been afflicted with any ill to which flesh is heir, from belly- 
ache to coronary thrombosis. 

For some reason or other the headline reminds us of a story, 
attributable, if our memory serves us right, to the late Lincoln 
Steffens. 

The devil, as the story goes, grew alarmed at a report that 
sin wasn’t doing so well in a certain remote community of his 
realm. He sent a lieutenant to investigate. The report returiied, 
after careful inspection, was that not a grain of evil could be 
found. 

“Is that community organized?” asked the devil. 

“No,” replied the emissary. 

“Well that’s what's wrong,” said the devil. “Organize it!” 


And organization up to a 
But 


This is an age of organization, 
point is essential in as intricate a civilization as ours. 
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organization can become too refined—whether it be organized 
business, organized art, organized labor or organized profes- 
sions; whether the National Association of Manu:acturers, the 
American Federation of Labor, the Congress for Industrial 
Organizations, the New York Stock Exchange, the American 
Bar Association or the American newspaper publishers. 

So the real test in this suit against the American Medical 
Association and its allied units is:—Has organization gone to 
seed—has the economic aspect been exalted under the guise of 
professional ethics to a point where, as the indictment alleges, 
the “peace and dignity of the United States of America” are 
threatened ? 


Without seeking to try the case or to restate all the issues 
set forth by the District of Columbia Grand Jury, we do want 
to say this about “Doc” :— 

Whether he be on one side or the other in this controversy 
between the American Medical Association and the group health 
associations, we think that medicine, of all occupations, is least 
motivated by the acquisitive impulse. We've all needed Doc. 
We all have been willing to give our shirt and the fillings from 
our teeth if he would only come right now; and then we all 
have kicked about his bill if it was more than $2 after we 
got well. 

The very nature of his work—the strange ambition which 
makes one human being want to spend seven or eight years 
learning the anatomy of other human beings in order to keep 
their microbes on straight—has always been a mystery to us. 
From the old country doctor to the most modern and steam- 
heated specialist it’s service that can’t, by its very nature, be 
essentially mercenary. Commercially you could go farther and 
acquire more, applying the same amount of energy and intelli- 
gence, in the shoe business, where the telephone doesn’t ring 
in the middle of the night. 

But maybe this inherently noble vocation has, as the Steffens 
story puts it, become overorganized. 

Anyhow, that’s the question in this antitrust case. 


POINT NOT WELL TAKEN 
[ Louisville, Ky., Times, Dec. 21, 1938] 

“It is indicated,” says a Washington dispatch, “that the Amer- 
ican Medical Association may carry the case to the United 
States Supreme Court, if necessary, with the contention that 
its operations cannot be restricted by the Sherman Act since 
medicine is not a trade, but a profession.” 

The whole question of what should be done to give Americans, 
instead of a small class of Americans, good medical service is 
baffling. 

The Times is not inclined to rush in with a solution. 

But if the American Medical Association should go to the 
Supreme Court with the contention that its operations cannot be 
restricted by the Sherman Act, and if at the same time those 
operations should be, by popular verdict, declared antisocial, a 
way might be found to restrict the American Medical Asso- 
ciation. 

Laws are mutable. 

No group of citizens, with a learned profession as their shield, 
could long withstand public sentiment if it were believed that 
their attitude blocked what promised to be a practical plan to 
broaden the services of medical and surgical science. 

The fundamental question is how those who are neither rich 
nor extremely poor can get medical service, and how medical 
service for the poor may be so improved that it will not repel 
rather than attract those whose lives may depend upon accept- 
ing it. 

That is a much larger question than whether a physician is 
subject to regulation under an act designed to regulate business. 

The question is one of the largest which thoughtful Amer- 
icans are considering. 

Legalistic argument cannot be brought to bear effectively in 
the circumstances. <A battle, hardly a war, might be won on a 
technicality in such a situation. 
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THE STORY OF THE INDICTMENT 


Chronologic Record of Events Leading to the Indictment of the American Medical Association Because 
of the Difficulties of the G. H. A., Inc. 


In the Annual Report of the Twentieth Century 
Fund, Inc., for 1936, appears this statement : 


“As a result of the activities of the Fund, and of the Health 
Economics Association, substantial progress has been made in 
the promotion of voluntary, cooperative, group payment medical 
service organizations. At the end of the fiscal year twelve 
agencies of this kind had actually been organized, consisting 
mostly of small groups. A total of nine other organizations 
were definitely committed to such plans, of which one is actively 
engaged in establishing a plan and the others are in various 
stages of negotiations with organization officials and employees. 
Chief among these groups is the employees in the District of 
Columbia of the Home Owners Loan Corporation. . "id 


The Twentieth Century Fund, Inc., was organized 
under a Massachusetts charter in 1922 as a successor 
to the Cooperative League, which had been organized in 
1919 by Mr. Edward A. Filene. In 1936 Mr. John H. 
Fahey was chairman of its executive committee. 

Again in 1937 the report of the Twentieth Century 
Fund said: 

“The most important project assisted by the Association in 


1937 was the organization set up by the employees of the Fed- 
eral Home Loan Bank Board to furnish, on a periodic payment 


basis, practically complete medical services for themselves and 


families. These employees formed the Group Health Associa- 
tion, Inc., a non-profit crganization, chartered by the District of 
Columbia specifically for this purpose. 

“This group started to furnish service on November 1, 1937, 
to approximately one thousand employees and their families. 
It now has a list of twenty-seven hundred subscribers, who, 
with their families represent a membership of approximately 
ten thousand individuals. The Group Health Association has 
an income which amply meets its expenses in furnishing this 
service. This group has been subjected to severe attacks from 
the local medical association, as well as from certain District 
officials.” 


Early in 1937 there began to be circulated in Wash- 
ington, D. C., a prospectus marked “Confidential: 
For Private Circulation Only,” entitled “A Plan for a 
Cooperative Medical Service on a Periodic Payment 
Basis for Federal Employees and Their Families in 
Washington.” It was indicated that attempts would be 
made to obtain the cooperation of members of the 
Medical Society of the District of Columbia, that the 
Medical Society of the District would be invited to 
appoint a representative to sit with the committee in 
establishing the plan, and that an advisory committee of 
physicians would be appointed to aid the medical 
director on relevant matters. 

On February 24, 1937, the Group Health Associa- 
tion, Inc., filed its certificate of incorporation, and in 
March 1937 two members of the staff of the Home 
Owners Loan Corporation, Messrs. Russell and Zim- 
merman, were directed to prepare and present a definite 
outline for procedure for consideration by the board 
of directors. Thereafter Horace Russell, general coun- 
sel of the Home Owners’ Loan Corporation, in March, 
sent to the Corporation a resolution authorizing a con- 
tract between the Home Owners’ Loan Corporation and 
the Group Health Association, Inc. This contract was 
executed on March 22, 1937. It must be remembered 
that Mr. John H. Fahey, chairman of the executive 
committee of the Twentieth Century Fund, Inc., was 
also chairman of the Board of Directors of the Home 
Owners’ Loan Corporation. As part of the details of 


the contract, the Home Owners’ Loan Corporation 
agreed to pay to Group Health Association, Inc., 
$10,000 on request and, beginning on the date of the 
establishment of its service, the sum of $833.33 monthly 
in advance for a period of twelve months, and there- 
after the sum of $1,666.67 per month for the next 
twelve months. Thus was created the appropriation 
of $40,000 of government money for the financing of a 
private corporation to provide medical services in the 
District of Columbia. The interlocking character of 
the arrangement was further established by a stipu- 
lation which provided that two of the five members 
of the executive committee of the Group Health 
Association, Inc., would be nominated by the Federal 
Home Loan Bank Board and that the by-laws of the 
Association would be satisfactory to the Corporation. 

Attempts were made by the Chairman of the Eco- 
nomics Committee of the Medical Society of the District 
of Columbia and by the director of the Bureau of Legal 
Medicine and Legislation of the American Medical 
Association to find out the details of operation of the 
Group Health Association, Inc., the details of the con- 
tract and other data necessary to determine the law- 
fulness of the arrangement. Incidentally, unlawfulness. 
at that time was impliedly admitted later by the Asso- 
ciation through changes in its by-laws which were 
apparently made for the purpose of attempting to bring 
it within the law. 

In November 1°37 the question of the legality of 
the practice of medicine by a corporation was raised 
and various attorneys expressed varying opinions. 
Then on Nov. 20, 1937, counsel for the Medical Society 
of the District of Columbia submitted to the United 


_ States Attorney in and for the District of Columbia 


and to the corporation counsel for the District of 
Columbia a brief showing that Group Health Associa- 
tion, Inc., was engaged in the practice of medicine and 
in the business of insurance. 

The publicity associated with these legal procedures 
was followed by an attempt by members of the Senate 
and Congress of the United States to determine the 
legality of the diversion of the funds of the Home 
Owners’ Loan Corporation to the use of Group Health 
Association, Inc. In December 1937 Senator McCarran 
requested the acting comptroller general of the United 
States to inform him as to the authority of law under 
which public funds had been diverted from the Home 
Owners’ Loan Corporation for the purpose of establish- 
ing a social health organization among the employees 
of the corporation. Then acting comptroller general, 
Mr. R. N. Elliott, replied: 

“It has been the long-established rule in the Federal service 
that the functions of the agencies of the United States are 
restricted to those activities authorized by general or special 
enactments of the Congress, and where an activity involves the 
expenditure of moneys of the United States, the appropriation 
laws must make the moneys available therefor in no uncer- 
tain terms if such activity is to be accepted as lawful. Accord- 
ingly, it must be concluded in the instant matter that the 
disbursements and other costs were made and incurred without 
authority of law.” 


Wth this opinion, the legal department of the Home 
Owners’ Loan Corporation differed. However, a sub- 
committee of the Committee on Appropriations of the 
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House of Representatives gave hearings on the Inde- 
pendent Offices Appropriation Bill, 1939, in which 
appropriations for the Home Owners’ Loan Corpora- 
tion in relationship to Group Health Association, Inc., 
came up for consideration. The diversion of funds for 
this” purpose was defended by Mr. Russell, general 
counsel for the Home Owners’ Loan Corporation. The 
board might, Mr. Russell thought, provide dental. ser- 
vices and in fact do whatever in its judgment was 
necessary for the accomplishment of its major purpose. 
To which, Mr. Woodrum of Virginia, chairman of the 
subcommittee, replied : 


“As long as I have been a member of the Appropriations 
Committee I have never heard any department advance that 
sort of philosophy to the Appropriations Committee.” 


Mr. Woodrum continued: 


‘Entirely separate and apart from the merits or demerits of 
the proposition that you have announced, or whether there 
should or should not be group insurance and medical treatment, 
and entirely from the standpoint of congressional supervision 
and control of appropriations and expenditures, I have never 
understood, nor do I think it is the law, or by any possible 
wide stretch of the imagination, that a department can have 
money appropriated for it, have hearings, and come back and 
justify expenditures for something entirely foreign and separate 
and apart, that was not in the minds and certainly could not 
have been in the minds of any member of this committee or 
the Budget when they passed upon this appropriation of $40,000, 
which, of course, relatively speaking, is insignificant. It is the 
principle of the thing. 

“If you should come back next year with some like proposi- 
tion entirely separate and apart, I should feel that it is a perfect 
farce for a committee to sit here and undertake to go over the 
appropriations and discuss what you should spend your money 
for if next year you are coming here and say, ‘Oh, sure. We 
did that, but we have general power to spend our funds for 
anything that the board determines is of vital interest to the 
Corporation.’ I don’t understand your view about the law, 
and certainly that is not the ruling of this committee.” 


The publicity associated with the promotion of Group 
Health Association, Inc., indicated promptly that it had 
the support of many of those associated with the federal 
government. 

In May 1938 Attorney General Cummings of the 
Department of Justice explained in a press release that 
the Department of Justice proposed to undertake certain 
prosecutions under the antitrust laws and that a series 
of public statements would be issued throwing light on 
the policy. One of the statements to be given out, it 
was said, would be to call the attention of Congress 
to the interpretation and application of antitrust laws 
by the Attorney General, as they might have a bearing 
on contemplated legislation. From this time on came 
the series of peculiarly timed releases to the press from 
the Department of Justice associated with the endeavors 
of the federal administration to support Group Health 
Association, Inc. Thus on June 1, 1938, the Evening 
Star of Washington, D. C., announced that : 

“The Department of Justice has launched an inquiry into 
complaints that the American Medical Association and the 
District of Columbia Medical Society have violated Federal 
anti-trust laws in connection with their fight against ‘group 
health’ plans. . . . 

“The inquiry is being made by the anti-trust division of the 
department, under the direction of Assistant Attorney General 
Thurman Arnold, recently appointed by President Roosevelt 
as the administration’s chief ‘trust buster.’ 

“It is understood the complaints, presumably from interests 
associated with or defending Group Health Association, Inc., of 
the Home Owners’ Loan Corp., charged that alleged obstruc- 
tionist tactics adopted by the District Medical Society and the 
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American Medical Association are in conflict with anti-trust 
laws forbidding ‘combinations in restraint of trade.” 


On June 3 a representative of the American Medical 
Association called at the Department of Justice to ascer- 
tain the basis for the foregoing statement. The state- 
ment was given out for publication, it was learned, on 
the basis of a call at the office of Mr. Thurman Arnold, 
Assistant Attorney General in charge of the Antitrust 
Division, by one man, who requested Mr. Arnold to 
have the Department of Justice intervene in the con- 
troversy between Group Health Association, Incorpo- 
rated, and the Medical Society of the District of 
Columbia. The caller filed no formal complaint and the 
statement given out was based, it appeared, entirely on 
the verbal request of the caller. The name of the caller 
was not disclosed. 

This announcement immediately preceded the meeting 
of the House of Delegates of the American Medical 
Association in San Francisco on June 13. 


ANOTHER RELEASE FROM THE DEPARTMENT 
OF JUSTICE 

On the last day of the meeting of the National Health 
Conference, July 20, the Department of Justice pre- 
sented to the press another of its releases. On that 
day it released to the press a statement concerning a 
petition in equity that it had filed against the major 
motion picture companies, their associated and subsid- 
iary companies and numerous individuals connected 
with the industry, under the Sherman Antitrust Act. 
In making this announcement, the Department of 
Justice undertook to justify its failure to proceed 
against these corporations and individuals, by criminal 
prosecution, saying : 

“One reason for determining to proceed first in equity rather 
than criminally is, therefore, the fact that only an equity decree 
can accomplish the result which the Department believes to be 


essential. 
“A further reason for instituting equity rather than criminal 
proceedings at this time should be noted. In the course of its 


study of the motion picture industry the Department attempted, 


through the voluntary cooperation of the major producers, to 
adjust the difficulties of independent exhibitors who brought 
their problems to the Department and who consented to such 
a course. The Department believes that in the light of its 
dealings with the industry in the past, it would be inequitable 
to institute a general criminal proceeding relating to the general 
subject matter of this suit. . . . 

“The Department desires to encourage and not to retard the 
development and orderly operation of the motion picture 
industry.” 

Leslie C. Garnett, United States District Attorney 
for the District of Columbia, and his successor in office, 
David A. Pine, recognized the fact that Group Health 
Association, Inc., was practicing medicine in violation 
of law and indicated an intention to prosecute. J. Bach 
Moor, Superintendent of Insurance for the District of 
Columbia, recognized that the association was engaged 
unlawfully in the business of insurance, and he likewise 
threatened prosecution. Representatives of Group 
Health Association, Inc., in order to avoid these criminal 
prosecutions, petitioned the District Court of the United 
States for the District of Columbia for a declaratory 
judgment in which the court might express its opinion 
as to the legal or illegal character of the activities of the 
Association. The court, through Justice Jennings Bailey, 
rendered a memorandum opinion, July 27, 1938, to the 
effect that— 

“I see no reason why an individual may not, without violating 
the statute, contract with a physician for medical services for 
a stipulated period at a fixed compensation; and it would seem 
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that a group of individuals might make the same arrangement 
with a group of physicians. It would seem that this group of 
individuals might incorporate themselves for their own mutual 
benefit for the same purpose. Such a corporation, not for 
profit but for the mutual benefit of its members, is in my opinion 
not engaged in the practice of medicine or in holding itself out 
as doing so. It is true that a corporation can act only through 
its agents and employees, but the physicians with whom the 
plaintiff makes contracts are rather in the position of independent 
contractors, and the plaintiff does not in any way undertake to 
control the manner in which they attend or prescribe for their 
patients.” 


With the contract between the Home Owners’ Loan 
Corporation and Group Health Association, Incorpo- 
rated, whereby the association agreed to provide “sub- 
stantially complete medical and hospital service to such 
employees of the Home Owners’ Loan Corporation as 
care to join it on a reasonably monthly basis” Justice 
Bailey found more difficulty, but he concluded that the 
contract for such service did not constitute the prac- 
tice of medicine. With those provisions of the contract 
between the Home Owners’ Loan Corporation and 
Group Health Association, Incorporated, whereby the 
association agreed to provide physical examinations at 
the time of employment of all new employees in the 
Washington office and to manage and supervise the 
emergency rooms and the employees in the nursing 
service maintained in connection with such emergency 
treatment and in visitations to employees of the Wash- 
ington office who are on sick leave, Justice Bailey did 
not concern himself. He rejected citations to cases 
bearing on the right of corporations to practice law, 
saying that they were “not closely analogous, they 
being based on the common law and governed by the 
courts independently of any statute.” Justice Bailey 
concluded that Group Health Association, Incorporated, 
was not engaged in the practice of medicine but gave 
no citation to any decision tending to support that posi- 
tion. Similarly, and apparently for the sole reason that 
he believed that the word “payment” “as ordinarily 
used” means the payment of money, Justice Bailey held 
that Group Health Association, Incorporated, was not 
engaged in the business of insurance. It undertook to 
discharge its obligations in services and not in money. 
Consequently, on July 29, 1938, the court entered a 
decree to the effect stated above. The Superintendent of 
Insurance for the District of Columbia and the United 
States District Attorney noted an appeal to the United 
States Court of Appeals for the District of Columbia, 
which appeal was allowed. It is understood that the 
United States District Attorney did not perfect his 
appeal. The Superintendent of Insurance for the Dis- 
trict of Columbia, it is believed, is pursuing his appeal 
from the judgment of the District Court that held that 
Group Health Association, Incorporated, is not engaged 
in the business of insurance. 

On July 30, Assistant Attorney General Thurman 
Arnold released in Washington, for the morning papers 
of August 1, a statement of what he said were the 
results of “A preliminary investigation made by the 
Department of Justice in response to numerous com- 
plaints with reference to activities within the 
medical profession in the District of Columbia.” He 
alleged that the Medical Society of the District of 
Columbia, the American Medical Association and some 


of the officials of both these organizations were attempt- . 


ing to prevent Group Health Association, Inc., from 
functioning and he stated what he said were the meth- 
ods that had been used to accomplish that end. This, 
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he said, was a violation of the antitrust laws, because 
in the judgment of the Department of Justice those 
laws prohibit “combinations which prevent others from 
competing for services as well as goods [sic].” The 
persons responsible for this alleged attempt to prevent 
Group Health Association, Incorporated, from func- 
tioning could be ascertained, Mr. Arnold said, only by 
a grand jury investigation, and such an investigation 
would be undertaken in the near future. He ignored 
the apparent availability of civil proceedings, such as 
the Department of Justice seemed to deem sufficient 
in dealing with the motion picture industry in a situa- 
tion similar to that in which Mr. Arnold undertook 
to place the medical profession. Assistant Attorney 
General Arnold undertook to discuss the economic con- 
ditions of medical practice in the United States, appar- 
ently as a basis for his proposed prosecution. He 
stated that, “In the event that voluntary cooperation 
results in constructive proposals going beyond the elimi- 
nation of illegal practices, the Department will adhere to 
its previously announced policy of submitting such pro- 
posals to the court as a basis for a consent decree.” 
How far “beyond the elimination of illegal practices” 
such supposedly voluntary cooperation would have to 
ge to meet Mr. Arnold’s wishes he did not state, but 
it is known that in one of the latest drafts of his news- 
paper release it was stated that such so-called construc- 
tive proposals would have to go “far” beyond the 
elimination of illegal practices. 

On August 12, Sterling Ruffin, M.D., Prentiss 
Willson, M.D., and Elijah W. Titus, M.D., in their 
respective individual capacities as licensed physicians in 
the District of Columbia, filed a bill of complaint against 
the Group Health Association, Incorporated, in the 
District Court of the United States for the District of 
Columbia, praying that Group Health Association, 
Incorporated, show cause why it should not be enjoined 
and restrained from engaging in the practice of medi- 
cine and surgery in the District of Columbia and pray- 
ing that, pending the final hearing and determination of 
the cause and thereafter, Group Health Association, 
Incorporated, be enjoined and restrained from doing 
any act, or holding itself out to do any act, which con- 
stitutes the practice of medicine and surgery in the 
District of Columbia. 

On August 19, Assistant Attorney General Thurman 
Arnold broadcast an address over the Columbia Broad- 
casting System, entitled “The Antitrust Laws, Their 
Past and Future.” He said, in part: 

“The American Medical Association, by use of various types 
of pressure, declines to allow a patient to be admitted to a hos- 
pital unless he is attended by a member of that association. The 
Department, of course, would regard as reasonable attempts of 
the medical association to require the highest standards. What 
they are doing, however, is to prevent qualified physicians from 
practicing their profession in hospitals because they disagree 
with their social views as to the best method of furnishing 
medical care to the poor. They have expelled a physician who 
was associated with Group Health and reinstated him when he 
dropped that association. The Department is not interested in 
Group Health or in any particular form of labor organization or 
in the encouragement of any particular industry. It is only 
interested in insuring equal opportunity for all qualified persons 
to compete in either rendering services or selling goods except- 
ing in those cases where Congress decides otherwise by special 
exception to the antitrust laws.” 


Mimeographed press releases of this address were issued 
in Washington. 
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On August 26, a representative of the Bureau of 
Investigation of the Department of Justice called at the 
offices of the American Medical Association, in Chicago, 
and reported that he had been sent to look over the 
files of the Association. He was told that the office was 
open to him and thereafter proceeded to examine care- 
fully the files of the Bureau of Legal Medicine and 
Legislation, the Bureau of Medical Economics and the 
Council on Medical Education and Hospitals. He took 
away with him from time to time documents from the 
files, for the purpose of having them photostated for the 
use of the Department of Justice. The originals were 
returned. 

On October 1, Assistant Attorney General Thurman 
Arnold delivered an address before the Missouri Bar 
Association, at St. Louis, entitled “The Enforcement 
of the Sherman Act.” Press releases were issued in 
Washington by the Department of Justice. Concerning 
the American Medical Association, Mr. Arnold said: 


“Forty years of sporadic enforcement of the antitrust laws 
has prevented our forming a body of precedents with respect to 
particular industries. This has created a vicious circle which 
runs as follows: 1. It is not fair to enforce the antitrust laws 
in cases where their application is not clear. 2. At the same 
time the application never becomes clear because the cases are 
not brought before the court. 

“Let me give an example which has caused wide comment 
in the press—a grand jury investigation of the use of coercion 
and boycott by members of medical societies. I will cite a 
typical instance of the kind of complaints which gave rise to 
this investigation. A physician was under contract with a cor- 
poration to care for its employees. He was a member of the 
medical society in his community; in fact he was a vice presi- 
dent. Nothing was ever said by any medical group against this 
very praiseworthy attempt of the corporation to further the 
interests of public health. This physician signed a contract with 
a labor union in almost identical terms with the contract which 
he already had with the corporation. The following conse- 
quences ensued: (1) He was expelled from his medical society ; 
(2) the medical society by threats and pressures attempted to 
close hospitals against him. He was a fighter. He could not 
understand how in a free country he should be excluded from 
practicing his profession because of his views on how to dis- 
tribute medical services so long as no medical standards were 
involved. He succeeded in retaining privileges in one hospital. 
His practice was crippled but not stopped. Thereupon members 
of the medical society approached the insurance companies which 
protected him against suits for malpractice. They succeeded 
in getting his policies canceled. The doctor was amazed at this 
sudden turn of events, but he was not of the stuff that yields to 
such un-American methods. He took out insurance in Lloyds 
in England at double the rates. He still has his head above 
water, but at a terrific cost. 

“The private organization which did these things acted on 
the sincere belief that they had the right to enforce their views 
against contract practice by boycotts and coercion of third 
parties. Most of them never thought of the antitrust laws. 
Those who did think of them were informed that they did not 
apply to physicians for reasons which had been urged and 
rejected in England twenty years ago. 

“The reason for this confusion was that no case had ever 
been brought before to determine whether this simple and direct 
form of coercion was a peculiar privilege of physicians. England 
had settled the question holding such practices on the part of 
the British Medical Association a conspiracy in restraint of 
trade. Here, no case had ever been brought. 

“The confusion about the purposes of the antitrust laws after 
half a century of neglect is illastrated by a resolution passed by 
the American Medical Association at its last meeting with 
respect to the grand jury investigation. It declared it was not 
a monopoly and denounced attempts to treat it as such. 

“Yet the essence of the charge against the medical society is 
not that it is a monopoly but that it is guilty of illegal restraints 
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and coercions. Others equally confused thought that the Depart- 
ment of Justice was advocating group health. It has no interest 
in group health or in any form of medical care. Its interest is 
in preserving the freedom of qualified individuals to pursue 
their calling without the fear of a secondary boycott. The 
Department believes that, out of this freedom to compete and 
experiment, the medical problem will be solved in an American 
way. It has no interest in whether medical societies take a 
liberal or reactionary attitude. It desires freedom of individuals 
to take any attitude.” 


On the same day as that on which Assistant Attorney 
General Arnold attacked the medical profession in St. 
Louis, the Department of Justice, through Charles 
Pearce, Special Assistant to the Attorney General, 
made a similar attack before the Sixteenth Annual Fall 
Conference of the New York Women’s Trade Union 


- League, under the title “Monopoly and Medical Care.” 


Mimeographed copies of the Department’s attack were 
issued in Washington. The address is most aptly 
described as a diatribe against the medical profession. 
It carries with it the usual invitation for the medical 
profession to come to the Department of Justice with a 
draft of a proposed consent decree, saying— 

“In such a situation the Department has no alternative except 
to proceed before a grand jury unless special considerations 
render a criminal proceeding inequitable.” 


On October 4, the United States Attorney for the 
District of Columbia filed in the office of the Clerk of 
the District Court of the United States for the District 
of Columbia a certificate or petition for the impaneling 
of an additional grand jury before which certain special 
assistants to the Attorney General might conduct an 
investigation into alleged violations of the Sherman 
Antitrust Act. On the same day the chief justice of 
that court entered an order for the impaneling of such 
an additional grand jury. 

On October 17 the additional grand jury impaneled 
under the order of the court of October 4 was instructed 
by Mr. Justice Proctor of the District Court of the 
United States for the District of Columbia. 

Later in October a subpena was received from the 
District Court of the United States for the District of 
Columbia, calling on the American Medical Association 
to appear before the Additional Grand Jury, in Wash- 
ington, D. C., November 2, with certain documents 
specified in the subpena. Dr. William C. Woodward, 
Director of the Bureau of Legal Medicine and Legis- 
lation of the American Medical Association, presented 
himself at that time, with the documents called for. 
By advice of counsel, he declined to waive his right to 
immunity that would arise if he testified. He there- 
fore was not allowed to appear and testify or even to 
present the documents. He returned with them to 
the headquarters of the Association. Thereafter Dr. 
W. W. Bauer, Director, Bureau of Health Education, 
appeared before the Grand Jury and presented the 
documents called for. 

On November 3 a second subpena issued by the clerk 
of the District Court of the United States for the Dis- 
trict of Columbia was served on the American Medical 
Association, directing it to appear before the Grand 
Jury in Washington, D. C., November 21, and to bring 
with it numerous documents named in the subpena. 
On November 10 the American Medical Association 
filed in the office of the clerk of the court a motion to 
quash the subpena. 
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On November 7 the Department of Justice, in a press 
release at Washington, D. C., under the title of “Anti- 
trust Laws Consent Decrees Presented by the Govern- 
ment in the Automobile Finance Cases,” said: 


“Antitrust prosecution will not be compromised upon mere 
agreement to cease the practices complained of. This would 
constitute nothing more than the exercise of executive forgive- 
ness for an offense already committed. However, if a volun- 
tary plan is submitted by defendants, which not only eliminates 
the practices complained of but goes farther and offers pro- 
visions in the public interest, designed to create a more orderly 
market and to prevent a repetition of violations in the future, 
it will be considered as a ground for recommending a nolle 
prosse. 

ef The test of whether a nolle prosse will be recom- 
mended on the basis of a consent decree is whether that decree 
accomplishes more in effectuating the purposes of the Sherman 
Act than could be obtained through the criminal court.” 


On November 10 the Department of Justice, through 
special assistant to Attorney General Wendell Berge, 
reported to the Fifth Annual Business Convention of 
the American Finance Conference, on “Consent Decree 
Policy in Antitrust Suits.” This report is important 
as indicating the extralegal ends sought by the Depart- 
ment of Justice, through actual and implied threats of 
criminal prosecution under the antitrust laws. Mr. 
Berge said: 


“The criminal proceeding cannot be used to coerce any kind 
of consent decree. Nor can the government, when 2 criminal 
case is pending concurrently, make compromises or engage in 
bargaining in order to induce the inclusion of certain decree 
provisions in return for the concession of others. If, however, 
parties who have been indicted are willing to offer constructive 
proposals which are in the public interest and which go beyond 
what the law requires and beyond anything that might be 
achieved through successful criminal prosecution, the Depart- 
ment can always receive and consider such proposals and if it 
deems them in the public interest can submit them to the court 
for consideration as a basis for settlement of the controversy. 
If decrees which have been thus voluntarily proposed by the 
defendants are accepted by the Department, they may be sub- 
mitted to the court with the recommendation that the indict- 
ment be nolle prossed. The vital question in such a situation 
is whether the proposed decree goes so far in promoting the 
public interest that the Department is warranted in recom- 
mending dismissal of the criminal proceedings. 

“Moreover, when criminal proceedings are pending, the 
Department will always reject consent decrees which merely 
eliminate unlawful conduct. It is not enough when parties 
have been indicted that they shall promise never to break the 
law again. Officers charged with the enforcement of criminal 
laws cannot dismiss proceedings upon the simple promise of 
the parties to be good. The only consent decrees which the 
Department is willing to consider during the pendency of a 
‘criminal case are those containing provisions for affirmative 
public benefits which could not be secured by the criminal pro- 
ceeding alone. 


On November 17 Justice Proctor of the District 
Court of the United States for the District of Columbia 
quashed the first and second paragraphs of the second 
subpena and allowed the third paragraph to stand. 

On or about November 23 a third subpena was 
issued by the District Court of the United States for 
the District of Columbia, calling for certain additional 
documents. This subpena was served on counsel for 
the American Medical Association in Washington, 
D. C., and on the same day the Association filed a 
motion to quash it. The court denied the motion. 
Thereafter the American Medical Association, by Dr. 
W. W. Bauer, Director, Bureau of Health Education, 
appeared before the Additional Grand Jury and 


<< 


ORGANIZATION 


SECTION 3 63 


delivered the material described in the third paragraph 
of the second subpena and all matter described in 


the third subpena. 


On December 1, notwithstanding the fact that the 
Additional Grand Jury in Washington was hearing 
evidence concerning the alleged violation of the anti- 
trust laws by the American Medical Association, the 
Department of Justice released to the press in Wash- 
ington, December 1, a speech made that day in Mil- 
waukee by a special assistant to the Attorney General, 
Douglas Maggs, in a symposium in which Dr. Kingsley 
Roberts and Dr. Morris Fishbein participated. Mr. 
Maggs pointed out that the Department of Justice was 
presenting to a special grand jury in Washington a 
charge that the American Medical Association was 
engaged in “an alleged conspiracy by organized medi- 
cine to suppress, through coercive measures, a new 
social invention—group medical practice coupled with 
risk-sharing prepayment of the costs of medical care— 
a new social invention for which the claim is made that 
it enables the lower income group to get more and 
better medical care than it is now getting.” His speech 
was an astute bit of special pleading on behalf of Group 
Health Association, Inc., and an attack on the American 
Medical Association and organized medicine, permeated 
with egregious misstatements of facts. Mr. Maggs 
stated, for instance, that the Medical Society— 
“charged that the $40,000 HOLC grant was an illegal expendi- 
ture of government funds. But, on advice of the Legislative 
Counsel, it was determined in Congress that the grant was 
wholly proper.” 


As a matter of fact, Congress never acted on this 
matter; legislative counsel for the House of Repre- 
sentatives, so far as is known, had nothing to do with 
it; legislative counsel for the Senate, according to best 
available information, said only that it was not clear that 
the Home Owners’ Loan Corporation did not have 
authority to make the expenditure, and then pointed out 
two ways through which such expenditures might be 
made clearly illegal in the future; and the chairman of 
the subcommittee of the House of Representatives’ 
Committee on Appropriations that had charge of the 
appropriation bill covering monies for Home Owners’ 
Loan Corporation, after an extended hearing, con- 
demned in vigorous language the policy by which 
representatives of the Corporation undertook to justify 
the grant. 

This statement fairly represents, it is believed, the 
degree of accuracy with which the special assistant 
to the Attorney General presented his case to his Mil- 
waukee audience and in ‘which the Department of 
Justice, through its issue of press releases, presented 
it to the reading public in Washington and elsewhere. 

On December 9 the Medical Society of the District 
of Columbia filed a motion to instruct the Additional 
Grand Jury on the law applicable to the matters under 
consideration by it, with particular reference to the act 
generally known as the Sherman Antitrust Act. This 
motion was resisted by the representatives of the 
Department of Justice having in charge the presentation 
of the alleged violation of that act by the American 
Medical Association, the Medical Society of the District 
of Columbia and others. Thereafter, the court denied 
the motion. This left the grand jury to act only on 
such general instructions as to the law as had been given 
it by the court when it was impaneled and such further 
instructions as might be given it by representatives of 
the Department of Justice having the matter of prose- 
cution in charge. 
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On December 20 the Additional Grand Jury of the 
District Court of the United States for the District of 
Columbia returned an indictment against the following 
organizations and persons: 


American Medical Association, 
Medical Society of the District of Columbia. 
Harris County Medical Society. 
Washington Academy of Surgery. 
Arthur Carlisle Christie. 
Coursen Baxter Conklin, 
James Bayard Gregg Custis. 
William Dick Cutter. 

Morris Fishbein. 

Thomas Allen Groover. 

Robert Arthur Hooe. ° 

Rosco Gunung Leland. 

Leon Alphonse Martel. 

Thomas Ernest Mattingly. 
Francis Xavier McGovern. 
Thomas Edwin Neill. 

Edward Hiram Reede. 

William Mercer Sprigg. 
William Joseph Stanton. 

John Ogle Warfield Jr. 

Olin West. 

Prentiss Willson. 

William Creighton Woodward. 
Wallace Mason Yater. 

Joseph Rogers Young. 
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The Grand Jury, under the guidance of special 
assistants to the Attorney General, who had the matter 
in charge, allege in the indictment that the defendants, 
and certain members of the Medical Society of the 
District of Columbia who were not made defendants, 
the Washington hospitals, and other persons to the 
Grand Jury unknown, combined and conspired to 
restrain “trade” in the District of Columbia, namely, 
to restrain Group Health Association, Inc., in its 
“business of arranging for the provision of medical 
care and hospitalization for its members and_ their 
dependents on a risk sharing prepayment basis’; to 
restrain the members of Group Health Association, 
Inc., from “obtaining, by cooperative efforts, adequate 
medical care for themselves and their dependents from 
doctors engaged in group medical practice on a risk 
sharing prepayment basis; to restrain the doctors serv- 
ing on the medical staff of Group Health Association, 
Inc., in the pursuit of their callings’; to restrain 
doctors, not on the medical staff of Group Health 
Association, Inc., practicing in the District of Colum- 
bia “in the pursuit of their callings’; and to restrain 
the Washington hospitals “in the business of operat- 
ing such hospitals.” All of which, the Grand Jury 
alleged, was in violation of the Sherman Anti-trust Act. 


THE COMMENTATORS AND THE INDICTMENT 


With the development of syndicates in the American press, 
much of the personal journalism of an earlier day has disap- 
peared, Its place has been taken by the personal commentator 
whose columns are now widely syndicated throughout the 
nation. Among them, nationally known, are such writers as 
Boake Carter, Hugh Johnson, Walter Lippmann, Paul Mallon, 
Westbrook Pegler, Mark Sullivan and Dorothy Thompson. 
In addition, many newspapers have commentators who appear 
only locally. Most of these commentators have concerned 
themselves to some extent with the indictment of the Ameri- 
can Medical Association and other agencies under the anti- 
trust statute. The political aspects of the situation are obvious. 
Hence many commentators closely associated with the promo- 
tion of the present federal administration take the point of 
view definitely alined with the administration. Others appar- 
ently endeavor to consider the situation objectively. 

Paul Mallon writes from Washington: “The Justice Depart- 
ment is none too sure of its case against the American Medi- 
cal Association. If you can catch the prosecutors in 
chambers, you will find no bets at even money that the Govern- 
ment can prove the indicted groups of doctors were restraining 
‘trade and commerce’ by opposing group health.” 

Frederick P. Barkley, writing for the New York Times 
from Washington, says: “There are indications that the pro- 
fession is revising its stand on some of the broader aspects 
of the conflict involved. Powerful as is the medical associa- 
tion, and as sternly as it had previously set its face against 
governmental or group interposition into the medical field, it 
has modified its position greatly in the last few months.” 

Boake Carter points out that “A peculiar sense of intimacy 
rises between doctor and patient, just as a sense of intimacy 
rises between lawyer and client. The patient who believes he 
is just another item of cattle to be jabbed with a needle by 
a man whose salary is being paid regardless of what sort of 
work he does—how good or bad he may be—is the one who 
revolts against the principle of ‘medicine-on-a-mass-production’ 
basis. 

“To establish a system where medicine is its keynote is to 
toy with human life; toy with the health standards of the 
nation, In neither instance is that benefiting mankind. Offer- 


ing a palliative and attempting no cure is not medicine. It is 
bureaucratic cruelty. 

“It is conceded that the A. M. A. is not perfect. This writer 
long ago contended that its control was too conservative for 
these modern days; warned that rigidity of control would some 
day flare back in its face. It must also be acknowledged that 
the A. M. A. has eased its codes considerably in the last five 
years. But in any case it is the guardian body which sustains 
the high standards of healing used in the United States, and 
it is pitiable to see the power of the United States government 
being used to undermine the confidence of laymen in the integ- 
rity and decency of their doctors.” 

Gerald G, Gross, in a special article in the Washington 
Post, says: “The Government had everything to gain and 
nothing to lose by the star chamber inquiry, in so far as the 
synthesizing of a case against A. M. A. and its affiliated socie- 
ties and members was concerned, according to all of the D. C. 
Medical Society doctors questioned by the author. The broad 
view they take is that Group Health Association served only 
as a convenient peg upon which to justify a court inquiry, that 
actually the Administration is not in the slighest concerned 
with the fate of GHA as an entity but is ‘using’ it to help 
drive through Congress a sweeping Federal medicine system.” 

And he continues: “The next few weeks will tell the story: 
Whether the two month hearing before Justice James M. Proc- 
tor in U. S. District Court was primarily a ‘build up’ for 
things to come or whether it was what Cummings, Arnold 
and Maggs said it was. 

“The test already has begun. Editorial comment on the 
indictments is taking an almost uniform theme; namely, that 
the honorable profession of medicine is being gravely wronged, 
perhaps irreparably, by treating it as an odious mercenary.” 

Furthermore, he says: “If the indictments, which were 
expected, and the mass of acidulous testimony on which they 
were based were intended to be utilized only as sales talk for 
the Administration’s health program, then the Government has 
accomplished its purpose. The Department of Justice is shrewd 
enough, as are the powers beyond, to realize that it might be 
fatal to the program to press for trial of the American Medical 
Association, District Medical Society, Harris County (Texas) 
Medical Society, Washington Academy of Surgery and the 
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twenty-one individual practitioners. A trial probably would 
martyr them all, whether convictions were returned or not. 
Notwithstanding the many obvious merits of the ten year 
national health plan, its defeat or emasculation might be con- 
sidered by Congress the only way to vindicate the organized 
doctors.” 

Lynn Landrum, in the Atlanta Constitution, writes: “All 
men like power. The complaint is that the doctors have sought 
it too eagerly and exercised it too tyrannically. But the prose- 
cution of the doctors is for an offense not set out by law in 
a calling which is not subject to congressional regulation except 
directly in the District of Columbia, and not subject to regu- 
lation as commerce anywhere, least of all within the state of 
Texas. Here is a seeking of power and a tyrannical use of it 
—by the government itself. 
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“It is better to have tyrannical doctors dealing with other 
doctors than to have a tyrannical government dealing with us 
all. If you don’t like a ‘regular’ doctor, you can hire an 
irregular one. But when the government ceases to obey the 
law of its own being, there is no other resort to which the 
citizen can turn. 

“Even if the defendant physicians have acted unwisely or 
unjustly, they are entitled to be tried according to law for 
offenses set forth in the statutes of the land. Every lover of 
freedom, every minority in the country, every taxpayer with 
goods subject to expropriation by false or illegal levy, every 
good American in the land ought to rise up and condemn the 
invasion by the Federal Government of a field forbidden to it 
and denounce the use of the criminal law for sociologic com- 
pulsion of any occupational group in the country.” 


COMPLAINTS OF A LACK OF MEDICAL CARE 


For some time, in an attempt to investigate the nature 
of complaints associated with lack of medical service 
in this country, THe JourRNAL has been investigating 
every letter of complaint or difficulty that has been 
received. Moreover, physicians of the United States 
Public Health Service in Washington were informed 
that such letters should be sent to the secretary of the 
county or state medical society, who would make such 
investigation on request. Recently a letter was 
addressed to the President of the United States by 
some citizens in Kansas City, Kan. The President sent 
the letter to the United States Public Health Service, 
which, in turn, referred it to the secretary of the 
Kansas State Medical Association in Topeka. The 
letter sent to the President of the United States by 
the citizens of Kansas follows: 


For over 20 years my wife and I have been working and 
paying the doctors and drugists to get well and the longer we 
worked the sicker we got and the doctors prescribed more 
and higher priced medicine for us until we can’t walk and our 
bodies are ruined. We would like to know what kind of an 
outfit we have that we pay to keep us healthy. While we paid 
the doctors they slow murdered us and robbed us and destroyed 
our children and home. From facts I have received this has 
cost the taxpayers 38 billion enough to pay of the Gov. debt. 
This is a very serious affair and I want you to let us know 
how to stop it. A person can hardly marry a well person 
any more. We have paid the doctors about $6000 to wreck 
our bodies and home. And we don’t know how much more it 
will cost before we get to the graves. The Treas. was giving 
out the treatments to keep us well, but the doctors lied to us 
and ruined our bodies. Write soon. 

The people say worst crime on earth. 


The United States Public Health Service thereupon 
addressed the writers as follows: 


Mr. and Mrs. C—— H——, Kansas City, Kansas. 
Dear Mr. and Mrs. H——: 

Acknowledgment is made of your communication of Novem- 
ber 29 complaining of the cost of medical care received by 
you and your wife over a period of years and which you 
claim did not benefit you. 

The Public Health Service regrets to learn of your situation 
and is sending copies of your letter and of this reply to Mr. 
C. G. Munns, Secretary of the State Medical Association, 
Topeka, Kansas, and to Dr. F. P. Helm, State Health Officer, 
Topeka, Kansas, for their information and such action as they 
deem advisable. 

By direction of the Surgeon General. 

Respectfully 
E. R. Correy, Surgeon 
Assistant to Chief 
Domestic Quarantine Division. 


The investigation was made immediately by the 
secretary of the Kansas State Medical Society, who 
received the following communication from the com- 
plainants : 


We are not in any need of any relief the state can give us. 
We have always paid our own way and are still paying it. 
We are being properly taken care of localy. I am glad that 
they sent your names if at any time we need your aid I will 
let you know at once by letter. The Pres. wanted to know what 
was going on to correct the trouble in our country and I told 
him the truth to the best of my ability. The trouble is in Wash- 
ington not localy. 


The incident is enlightening. 


RADIO BROADCASTS 

The fourth series of programs broadcast in dramatic form 
portraying fictitious but typical incidents of significance in rela- 
tion to health by the American Medical Association and the 
National Broadcasting Company, entitled “Your Health,” began 
Wednesday October 19 and will run consecutively for thirty- 
six weeks, The program is broadcast each Wednesday over the 
blue network of the National Broadcasting Company at 2 p. m. 
eastern standard time (1 p. m. central standard time, 12 noon 
mountain time, 11 a. m. Pacific time). 

These programs are broadcast on what is known in radio 
as a sustaining basis; that is, the time is furnished gratis by 
the radio network and local stations and no revenue is derived 
from the programs. Therefore, local stations may or may not 
take the program, at their discretion, except those stations 
which are owned and operated by the National Broadcasting 
Company. 

The next three programs to be broadcast, together with their 
dates and their topics, are as follows: 

Only a Cold! 


Scarlet Fever, Measles and Whooping Cough. 
Smallpox and Diphtheria. 


January 11. 
January 18, 
January 25. 


1. Owing to program conflicts, there will be no Chicago broadcast of the 
network program. Instead, a recording of the program will be broadcast 
over station WENR at 8 p. m. each Wednesday. This recording wil! be 
an identical rebroadcast of the network program broadcast earlier the 
same day. 


WOMAN’S AUXILIARY 


Louisiana 
The subjects selected for discussion by the auxiliary to the 
Ouachita Parish Medical Society are the relation of the auxiliary 
to the parish medical society, Hygeia, Madame Curie, women in 
medicine, cancer control, and the Doctors’ Day program. 


South Dakota 
At the Seventh District Auxiliary meeting in Sioux Falls, 
November 15, Dr. J. R, Westaby, Madison, spoke on “Social- 
ized Medicine.” 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


Dr. Gibbons in Charge of Exposition Hospital.— 
Dr. Morton R. Gibbons Sr., San Francisco, has been appointed 
in charge of the hospital to be operated on Treasure island 
during the Golden Gate Exposition. The hospital, already 
completed, is housed in the north wing of the Administration 
Building. After the exposition closes, the hospital will 
maintained as a permanent adjunct of the airport. Dr, Gibbons 
was president of the California Medical Association, 1929-1930. 

Society News.—At a joint meeting of the Los Angeles 
Society of Ophthalmology and Otolaryngology and the Research 
Study Club of Los Angeles December 19 Dr. Samuel Rodman 
Irvine spoke on “Present Status of Experimental Cataract and 
Possible Clinical Significance."——The Los Angeles County 
Medical Association was addressed December 1 by Drs. Emil 
Bogen on “Predictability of Routine Laboratory Tests”; Ernest 
M. Hall, “Subacute Alcoholic Cirrhosis,” and Newton G. Evans, 
“Laénnec’s Cirrhosis.” 


DISTRICT OF COLUMBIA 


Society News.—Dr. William J. Mallory was elected presi- 
dent of the Washington Social Hygiene Society October 12, 
filling the unexpired term of Dr. Earl Baldwin McKinley, who 
disappeared with the Hawati Clipper last summer. Dr. Mal- 
lory is also president of the Medical Society of the District 
of Columbia——Dr. Frank E. Adair, New York, discussed 
“Cancer of the Breast” at George Washington University 
Medical School October 15.—— A symposium on therapeusis 
was presented before the Medical Society of the District of 
Columbia November 30 by Drs. Alexander Simon on “Insulin 
‘Treatment of the Psychoses”; Walter Freeman and Hyman 
D. Shapiro, “Metrazol Treatment of the Neuroses,” and Arthur 
Camp Stanley, “Observations on the Use of Chaulmoogra Oil 
in Arthritis.” A symposium on practical considerations of 
common problems in obstetrics and gynecology was presented 
before the society December 14 by Drs. Lawrence Lee Cockerille, 
Bernard Notes and James R. Costello. The program was fur- 
nished by the Georgetown Clinical Society and the Georgetown 
University Medical Society. 

Dr. Guthrie Joins Staff at St. Elizabeths.—The super- 
intendent of St. Elizabeths Hospital, Washington, D. C., 
announced December 23 the appointment of Dr. Riley H. 
Guthrie, Boston, as first assistant physician at the hospital. 
According to the Washington Evening Star, the appointment 
was based on a civil service examination in which Dr. Guthrie 
received the highest rating. Dr. Guthrie is a native of Arkan- 
sas and was educated at the University of Arkansas and at 
the University of Tennessee School of Medicine, Memphis, 
where he graduated in 1921. He was on the staff of the State 
Hospital at Little Rock for three years, was in private practice 
for two years, and then resumed institutional work at the State 
Hospital at Massillon, Ohio. For six years he was assistant 
superintendent of the Monson State Hospital at Palmer, Mass. 
He was appointed assistant to the Massachusetts state com- 
missioner of mental diseases in June 1935 and in the same year 
became medical officer at the Boston Psychopathic Hospital. 
Dr. Guthrie will assume his new duties at St. Elizabeth’s 
about January 15. He will be assistant to Dr. Winfred Over- 
holser, superintendent, who has been without an assistant since 
Dr. Herbert C. Woolley’s resignation nearly two years ago. 


FLORIDA 


New Division of Venereal Disease Control.—The 
Florida State Board of Health has created a new division of 
venereal disease control. Dr. Leo C. Gonzalez, Jacksonville, 
head of the Franklin-Gulf counties health department, has been 
appointed director of the new unit and Dr, William A. Chap- 
man, Miami, has been named medical consultant for the divi- 
sion’s work among the colored people. 

Society News.—Dr. Ammon Buist Litterer, Miami, dis- 
cussed “The Clinical Value of Quantitative Blood Studies in 
the Management of Syphilis, Including Fever Therapy” before 
the Dade County Medical Society November 1——The Duval 
County Medical Society was addressed November 1 by Drs. 


John F. Lovejoy on “Diagnosis of Pain in the Hip in Chil- 
dren”; Shaler A. Richardson, “Retinal Detachment,” and James 
L. Borland, “The Dysentery Problem in the Jacksonville Area.” 
——At a recent meeting of the Leon-Gadsden-Liberty-Wakulla- 
Jefferson County Medical Society in Quincy, Drs. Rudolph 
Bell, Thomasville, Ga., spoke on “When to Operate for Urinary 
Calculi”; James C. Robertson, Chattahoochee, “A Review of 
Syphilis at State Hospital,” and Robert F. Godard, Quincy, 
“Menace of State Medicine.” 

Special Society Meetings.—Dr. Frederick J. Waas, Jack- 
sonville, was elected president of the Florida East Coast Medi- 
cal Association at its eleventh annual meeting in Rockledge 
October 28-29. Dr. Thomas C. Kenaston, Cocoa, retiring sec- 
retary, was elected vice president and Dr. Arthur J. Logie, 
Jacksonville, was chosen secretary-treasurer. The next annual 
session will be held in Jacksonville. The association includes 
all the eastern counties from Fernandina to Key West.——The 
Florida Public Health Association held its tenth annual con- 
vention in Hollywood November 28-30. The speakers included 
Drs. Thomas Parran, surgeon general, U. S. Public Health 
Service, Washington, D. C.; Stuart F. Kitchen, Tallahassee; 
John E. Elmendorf Jr., Pensacola; James N. Baker, state 
health officer, Montgomery, Ala., and James A. Hayne, state 
health officer, Columbia, S. C. 


ILLINOIS 


Memorial to Physician.—A new $300,000 diagnostic center 
was dedicated at Peoria State Hospital, Peoria, November 1 
and named in honor of the late Dr. George A. Zeller, formerly 
superintendent of the institution. A boulder and tablet were 
also unveiled as a memorial to Dr. Zeller. Bowen, 
Springfield, director of the state department of public welfare, 
presided at the dedicatory ceremonies and Dr. George W. 
Michell, Peoria, gave the eulogy. The new diagnostic center 
has a capacity of 200 beds. Dr. Zeller died June 29, 1938. 


Chicago 

Changes in Health Department.—Dr. G. Howard Gowen, 
director of the Champaign-Urbana health service and instruc- 
tor in bacteriology, University of Illinois, has been appointed 
chief medical officer of the Chicago board of health, effective 
sometime in January, The post is a newly created one. 
Dr. Isaac D. Rawlings, chief of the bureau of communicable 
diseases of the board, has been retired on pension at his own 
request. 

Building Program at Dunning.—An expansion program 
will begin during 1939 at Dunning State Hospital to include 
a $110,000 addition to the main building, a $375,000 building 
for a diagnostic center, and a $200,000 cafeteria building. The 
hospital’s normal capacity is 4,000; mewspapers reported 
December 9 that it had 4,200 patients as compared with 4,784 
at the same time in 1937. During the last year 380 patients 
have been transferred to the new state hospital at Manteno. 


LOUISIANA 


Graduate Assembly.— The third New Orleans Graduate 
Medical Assembly will be held February 6-9 with eighteen 
guest speakers providing the program. A preliminary pro- 
gram mentions the following: 

Dr. Harry J. Shields, Toronto, A Consideration of Anesthetic Pro- 
cedures in a Large Canadian Hospital and Spinal Anesthesia as 
Practiced in the Toronto General Hospital. 

Dr. William P. Wherry, Omaha, Deafness and Mandibular Joint Dis- 
eases 


Dr. Frederick F. Tisdall, Toronto, Role of Nutrition in the Care of 
our Patient and Prevention and Cure of Vitamin and Mineral 
Deficiencies. 

Dr. Wiley D. Forbus, Durham, N. C., Variations in Morphological 
Reaction to Injury Considered in Relation to the Determining Fac- 


peared and the Clinical and Pathological Aspects of Chronic Pyelo- 
nephritis. 
Dr. Cyrus C. Sturgis, Ann Arbor, The Menace and Treatment of 


Obesity and Treatment of the Anemia of Pregnancy. 
MARYLAND 


The DeLamar Lectures.—According to the Johns Hopkins 
University School of Hygiene and Public Health, Baltimore, 
the following DeLamar lectures make up the series for the 
present session: 

Rupert B. Vance, Ph.D., Chapel Hill, November 1, Social and Eco- 

nomic Problems of the Rural South. 

Dr. Carl Ten Broeck, Princeton, N. J., December 6, Encephalomyelitis 

in Horses. 

Dr. Martha M. Eliot, Washington, D. C., January 10, Child Health. 

Dr. George R. Minot, Boston, February 14, Anemia. 

r. Edward Stuart Russell, director of fishery investigations, Minist 

of Agriculture and _ Fisheries, University College, London, Fis 
Populations and the Effect of Fishing. Dr. Russell's subject will be 
covered in five lectures, to be given in April although the exact dates 
have not yet been decided. 
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Soma Weiss to Be Physician-in-Chief at Peter Bent 
Brigham.—D:. Soma Weiss, associate professor of medicine, 
Harvard University Medical School, Boston, and assistant 
directot of the Thorndike Memorial Laboratory of Boston City 
Hospital, has been appointed physician-in-chief of Peter Bent 
Brighath Hospital to succeed Dr. Henry A. Christian. The 
appointment will be effective September 1. Dr. Weiss will 
become professor of medicine at the same time. A native of 
Bestercze, Hungary, Dr. Weiss received the degree of doctor 
of medicine at Cornell University Medical College in 1923. 
He taught biochemistry at the Royal Hungarian University 
from 1918 to 1920, when he became assistant in pharmacology 
at Cornell. He joined the faculty at Harvard in 1925 as assis- 
tant in medicine, subsequently serving in various capacities 
until 1932, when he was named associate professor of medicine. 
Dr. Weiss will be the second physician-in-chief at the Peter 
Bent Brigham Hospital, Dr. Christian having served since the 
hospital was completed in 1912. 

Appointments in Department of Mental Health.— 
Dr. Francis H. Sleeper, assistant superintendent of the Wor- 
cester State Hospital, has been appointed to the newly estab- 
lished position of director of hospital inspection for the 
department of mental health, it is announced. The appoint- 
ment of Dr. Bardwell H. Flower, assistant superintendent of 
the Grafton State Hospital, as assistant commissioner in the 
state department of mental health has been approved by the 
executive council, according to the Boston Herald. Dr. Wil- 
liam C. Gaebler, assistant superintendent of the Foxboro State 
Hospital, has also been appointed an assistant in the depart- 
ment, according to the Herald. He will make special investi- 
gations and coordinate the medical and business affairs of the 
various state hospitals. Dr. Edgar C. Yerbury, assistant super- 
intendent of the Danvers State Hospital, has been appointed 
director of the division of mental hygiene in the state depart- 
ment of mental health, newspapers reported. Dr. Yerbury 
graduated at the Boston University School of Medicine in 1921. 
Dr. Ella P. Cahill, Cambridge, has been appointed senior 
psychiatrist in the division, succeeding Dr. Olive A. Cooper, 
Revere, who has been named director of the Springfield Child 
Guidance Clinic, sponsored jointly by the department of mental 
health and the Springfield Community Chest. 


MICHIGAN 


Personal.—Stanislas M. Keenz.n, Detroit, historian of Eloise 
Hospital, died December 6. He was an honorary member of 
the Detroit Roentgen Ray and Radium Society and member 
of the American Roentgen Ray Society——Dr. Leverett S. 
Woodworth, New York, has been appointed assistant director 
of Harper Hospitai, Detroit. 

Society News.—Dr. Joseph C. Birdsall, Philadelphia, 
addressed the Wayne County Medical Society December 19 
under the auspices of the Detroit branch of the American 
Urological Association; his subject was “Renal Pathology and 
Its Correction in Urinary Tract Obstructions.”——-Dr. Feni- 
more E. Davis, Ann Arbor, discussed “Recent Advances in 
Anesthesia and Analgesia” before the Genesee County Medical 
-Society November 30. 

New University Hospital.—The new university hospital 
now under construction at the Michigan State College has 
been named in honor of the late Dr. Richard M. Olin, East 
Lansing, who from 1925 had been director of the college health 
service. A graduate of University and Bellevue Hospital 
Medical College in 1899, Dr. Olin entered practice in Caro 
the same year. He served as head of the sanitary department 
of the St. Louis Exposition. In 1917 he became secretary of 
the state board of health in Lansing and in 1919 was appointed 
the first state health commissioner, a post created under a reor- 
ganization of the department. Dr. Charles F. Holland, assistant 
physician to the college health service, has been appointed act- 
ing head of the healih service, efiective to the end of the current 
fiscal year. 


MISSISSIPPI 


Public Health Meeting.—Dr. William H. Cleveland, 
Tupelo, health officer of Lee County, was chosen president- 
elect of the Mississippi Public Health Association at its third 
annual session in Jackson December 9. Dr. Francis Michael 
Smith, Vicksburg, health officer of Warren County, was 
inducted into the presidency, succeeding H. A. Kroeze, state 
director of sanitation. Dr. John A. Milne, Jackson, director of 
county health work, state department of health, was reelected 
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secretary. The speakers included Abel Wolman, Baltimore, 
on “Housing in Its Relation to Public Health” and Dr. Henry 
C. Ricks, Jackson, procedures in typing pneumonia. 

Plan to Augment Medical Library.—Three thousand vol- 
umes of miscellaneous medical and surgical works have been 
added to the Rowland Medical Library of the University of 
Mississippi during the past year, the first in a five year pro- 
gram to enlarge the library. In January the board of trustees 
voted to name the medical library in honor of Dr. Peter W. 
Rowland, professor of pharmacology at the school, in recog- 
nition of’ his voluntary services in securing books for the 
library. According to the first annual report, in addition to 
the acquisition of 3,000 volumes, contributions of $2,500 from 
medical alumni were received to purchase new books. A 
reprint file was also begun during the year. According to 
the report, a special appropriation of $3,000 in 1936 provided 
for new quarters including a reading room, two study rooms 
and the librarian’s office. In the spring of 1937 Dr. Rowland 
volunteered his services and became field director of the library. 
It is hoped that in the remaining four years of the program 
a valuable collection will be assembled for the medical students 
and physicians in the state. 


NEW JERSEY 


Committee Studies Eugenic Sterilization.—A_ special 
committee of the Medical Society of New Jersey organized 
for the study of eugenic sterilization recently outlined its 
objectives in the state medical journal. The committee plans 
to accumulate information concerning the surgical and eugenic 
aspects of sterilization and to distribute information to the 
medical profession. It wishes to become familiar with the 
work of lay organizations interested in the subject, to make 
known their conclusions to the medical profession and to 
cooperate with them by giving them the benefit of medical 
experience and by helping them to follow scientific medical 
principles. Finally it wishes to make available competent sur- 
gical service for those who need and desire such operations. 
The committee plans to collect data on operations and indica- 
tions for sterilization and make it available through the package 
library of the state medical society. The names of surgeons 
and hospitals available for such operations will be sought and 
will be given to persons desiring this service. 


NEW YORK 

Society News.—Drs. John B. Alsever and Charles A. 
Gwynn addressed the Syracuse Academy of Medicine Decem- 
ber 20 on “Collection and Preservation of Placental Blood for 
Transfusion Purposes.”———Dr. William S. McCann, Rochester, 
addressed the Oswego County Medical Society November 23 
on “Practical Consideration of Water in the Body.’——The 
program of the Medical Society of the County of Nassau 
November 29 was presented by the Nassau County Surgical 
Society with the following speakers: Drs. Arthur C. Martin, 
on “Causes of Nonobstetrical Vaginal Bleeding”; Otho C. 
Hudson, “Emergency Treatment of Fractures”; Richard Derby, 
Oyster Bay, “Causes of Rectal Bleeding,” and Algernon S. 
Warinner, “A Lump in the Breast.” The surgical society was 
recently organized with Dr. Benjamin W. Seaman, Hempstead, 
as president and Dr. Hudson as secretary——Dr. Richard E. 
Shope, Princeton, N. J., addressed the Rochester Academy of 
Medicine December 8 on “Recent Advances in Our Knowledge 
of the Virus Diseases.-———Dr. John S. Lawrence, Rochester, 
addressed the Glens Falls Academy of Medicine November 22 
on “Agranulocytosis—Human and Experimental.” 


New York City 

World’s Fair Pharmacy Building Dedicated.—The Hall 
of Pharmacy at the New York World’s Fair was dedicated 
November 13. Mary Pickford raised the American flag above 
the building and the speakers included Deputy Mayor Henry 
H. Curran; James L. Fieser, vice chairman of the American 
Red Cross, Washington, D, C.; William Jay Schieffelin, chair- 
man of the dedication committee; Grover A. Whalen, president 
of the fair, and Joseph A. Huisking, chairman of the committee 
for the drug industry’s participation in the fair. 

Course in Neuro-Ophthalmology.—Mount Sinai Hospital 
in cooperation with Columbia University offers an eight weeks 
course in neuro-ophthalmology, February 6 to March 31, under 
Drs. Morris B. Bender and Nathan Savitsky. It will consist 
of the anatomy and physiology of the motor and sensory 
systems of the eye and of clinical and experimental demonstra- 
tions. It will be given for a minimum of four students. 
Apply to the Secretary for Medical Instruction, Mount Sinai 
Hospital, Fifth Avenue and One Hundredth Street. 
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Opening in Bureau of Child Guidance.—The board of 
education of New York City has announced an examination 
for a license as assistant medical director of the bureau of 
child guidance. The salary is $10,000 a year. The position 
involves the supervision of child guidance clinic units situated 
in various parts of the city. Applicants must not be over 46 
years of age, must be graduates of an approved medical school 
and must have had twelve semester hours in approved and 
appropriate courses in psychiatry and psychology and eight 
semester hours in approved courses in supervision and in 
administration or organization. The latter requirement of eight 
semester hours may be completed within three years after 
appointment. Applicants must have five years of practice in 
psychiatry, including 800 hours of appropriate clinical experi- 
ence in institutions for treatment of mental disease, and 1,200 
hours of appropriate experience in approved clinics for the 
study and treatment of personality and behavior disorders of 
children and three years of experience as a psychiatrist in a 
child guidance clinic in a school system or in supervision in 
an approved clinic for the study and treatment of personality 
and behavior disorders of children. Application in complete 
form must be postmarked no later than January 15, Complete 
information may be obtained from the board of education, 500 
Park Avenue. 


OHIO 


District Meetings.— At the semiannual meeting of the 
Union District Medical Association, Hamilton, October 27, 
the speakers were Drs. Elroy T. Storer, Middletown, on “As 
Laymen See Us”; Parke G. Smith, Cincinnati, “Abnormal 
Renal Mobility’; Max M. Zinninger, Cincinnati, “Treatment of 
Stomach and Duodenal Lesions,’ and John R. Pate, Louisville, 
Ky., “Certain Aspects of the Control of Syphilis.”———Guest 
speakers at a meeting of the Eighth District of the Ohio State 
Medical Association at Granville October 27 were Drs. Nor- 
man R. Kretzschmar, Ann Arbor, on “Surgical Treatment of 
Pelvic Abscess and Cellulitis’ and “Endocrinology in Gyneco- 
logic Practice’; Fred J- Hodges, Ann Arbor, “X-Ray Diag- 
nosis of Gastrointestinal Disease,” and George H. Gardner, 
Chicago, “Frequently Encountered Lesions of the Cervix 
Uteri.” 

Dr. Corrigan Named Ambassador to Venezuela.— 
Dr. Francis P. Corrigan, Cleveland, and now minister to 
Panama, has been appointed by President Roosevelt as the 
first United States ambassador to Venezuela, according to the 
Cleveland Plain Dealer. A native of Cleveland, Dr. Corrigan 
graduated at Western Reserve University School of Medicine 
in 1906. He completed his internship at St. Alexis Hospital, 
later serving as pathologist and from 1910 to 1917 as surgeon. 
He was chief surgeon of the Chile Exploration Hospital 1917- 
1919. Subsequently he engaged in organization work in South 
America for the American College of Surgeons. From 1922 
to 1932 he was concurrently consulting surgeon to St. John’s 
Hospital and director of surgery at St. Alexis. He has served 
as envoy extraordinary and minister plenipotentiary to San 
Salvador since 1934. He was special representative of the 
President of the United States in 1935 at the inauguration of 
President Martinez of El Salvador and since 1937 has been 
envoy extraordinary and minister plenipotentiary to Panama. 
He was representative of the United States of America in the 
Mediation Commission in the boundary controversy between 
Nicaragua and Honduras, San José, Costa Rica, November- 
ve pg 1937. Dr. Corrigan is also the author of several 


PENNSYLVANIA 


Hospital News.—A new building providing siore than 300 
beds was dedicated at the Norristown State Hospital, Norris- 
town, October 20. Two old buildings were recently renovated 
as part of a program for which the legislature has appropriated 


,000, 
Philadelphia 

Personal.—Clarence Marshall, D.V.M., professor of vet- 
erinary medicine at the University of Pennsylvania, died Octo- 
ber 29, aged 74. He was a former president of the American 
Veterinary Medical Association and was a member of the 
advisory council of the state board of health——-Dr. Herbert 
M. Goddard has been appointed assistant director of public 
health to succeed the late Dr. Alfred F. Allman. 


Society News.—Drs. Norton Canfield, New Haven, Conn., 
and Julius Lempert, New York, addressed a joint meeting of 
the Philadelphia Laryngological Society and the section on 
otolaryngology of the College of Physicians of Philadelphia 


Jour. A. M. A. 
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December 13 on “Labyrinthine Fistulas” and “Experience with 
Surgical Fenestration of the External Semicircular Canal for 
Improvement of Hearing in Otosclerosis” respectively. —— 
Dr. Arnold L. Gesell, New Haven, Conn., addressed the Phila- 
delphia Pediatric Society December 13 on “The Place of 
Developmental Diagnosis in Clinical Pediatrics.”——At a meet- 
ing of the Pennsylvania State Physical Therapy Association 
December 15 the speakers were Drs. Oscar T. Wood Jr. and 
William H. Schmidt on “Treatment of Chorea by Artificial 
Fever” and “Treatment of Sciatic Syndrome” respectively. 
Dr. Eric Miles Atkinson, New York, among others, addressed 
the Philadelphia Neurological Society December 16 on “Local- 
ized Nonsuppurative Encephalitis as a Clinical Entity.” 
Dr. Elliott P. Joslin, Boston, was the guest speaker at a meet- 
ing of the Philadelphia County Medical Society December 14 
on “Changing Aspects of Diabetes.” Miss Catherine Roess, 
representing the Philadelphia Dietetic Association, spoke on 
“Interpretation of Diabetic Diet Prescriptions” and Dr. Joseph 
T. Beardwood Jr., representing the Philadelphia Metabolic 
Association, discussed metabolism.——Dr. William Boyd, 
Toronto, addressed the College of Physicians of Philadelphia 
December 7 in the fifty-first Thomas Dent Miitter Lecture on 
“Some Reasons for the Recent Increase in Bronchial Car- 
cinoma.” 


UTAH 


Program on Pneumonia Control.—The Utah State Board 
of Health recently sponsored a program on the management 
of pneumonia preliminary to opening a campaign to control 
the disease throughout the state. The program included the 
showing of a film on the recent developments in pneumonia 
management and lectures by Dr. George F. Cooper, San 
Francisco, a technical medical adviser on pneumonia manage- 
ment. Meetings were arranged in every section of the state 
through the cooperation of the component medical societies 
with the deputy state district health officers. 


WISCONSIN 


Personal.—Dr. Mary Allen, Cleveland, was recently 
appointed staff physician of the bureau of maternal and child 
health of the state department of health. She succeeds Dr. Ruth 
A. B. Bennett, Galveston, Texas, who resigned——Dr. Albert 
F. Young will retire as superintendent of the Milwaukee Hes- 
pital for Mental Diseases, Wauwatosa, January 1. Dr. Young 
was appointed first assistant at the hospital in 1894 and super- 
intendent in 1916, 


Society News.-—A symposium on orthopedic subjects was 
presented before the Medical Society of Milwaukee County 
November 11 by the following physicians: Drs. David J. 
Ansfield, on faulty posture in childhood; Harry B. Sadoff, 
handling of the injured; John O. Dieterle, common lesions of 
the shoulder joint; Chester C. Schneider, diagnosis of spinal 
injuries, and Albert C. Schmidt, diagnosis and treatment of 
fractures of the ankle———-A symposium on tumors of the blad- 
der was presented at a meeting of the Wood County Medical 
Society, Wisconsin Rapids, November 3, by Drs. Walter G. 
Sexton, Robert S. Baldwin, Roy P. Potter and Stephan 
Epstein, Marshfield. Drs. Donald Waters and Rogers E. Gar- 
rison, Wisconsin Rapids, spoke on “Multiple Myeloma” and 
“Melanosarcoma” respectively——Dr, Julius L. Spivack, Chi- 
cago, addressed the Milwaukee Society of Clinical Surgery 
November 22 on “Some Points in the Technic of Appendec- 
tomy” and Dr. Silvanus A. Morton, Milwaukee, on “Relation 
of Surgery and Radiation Therapy in the Treatment of Cancer.” 


GENERAL 


Medical Missions to Be Coordinated.—The Christian 
Medical Council for Overseas Work was recently formed in 
New York to represent twelve foreign mission boards active 
in medical work. Dr. Edward H. Hume, who has spent many 
years in medical work in China, will be director of the new 
council, which will have its headquarters at 156 Fifth Avenue, 
New York. The new organization will act as an advisory body 
and will aid in development of facilities at home for training 
and retraining doctors and nurses for overseas service. 

Otolaryngology Examinations.—One hundred and twenty- 
nine candidates were examined by the American Board of Oto- 
laryngology in Washington, D. C., October 7-8. Ninety-seven 
were certificated. During 1939 examinations will be held in 
St. Louis May 12-13 prior to the annual session of the Ameri- 
can Medical Association and in Chicago October 6-7 before the 
meeting of the American Academy of Ophthalmology and Oto- 
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laryngology. Prospective applicants for certificates should 
secure application blanks from the secretary, Dr. William P. 
Wherry, 1500 Medical Arts Building, Omaha, Neb. 

Check Forger Is Swindling Physicians.—lFrom Virginia 
comes a report of a n.an who has recently visited eye, ear, 
nose and throat specialists, usually for an eye examination, 
and has then presented forged checks for more than his bill, 
receiving considerable amounts in change. He poses as a 
farmer and the check he presents, which is made out to him, 
is marked “For 1 Holstein heifer.” The checks are signed 
with names of prominent persons in other towns than the one 
in which he is operating. He is described as being about 48 
years old and weighing about 165 pounds, with sandy hair 
and brown eyes. 


Society Elections.—Dr. Julian L. Rawls, Norfolk, was 
elected president of the Seaboard Medical Association at the 
annual meeting in Greenville, N. C., December 6-8. The fol- 
lowing vice presidents were elected: Drs. William M. B. 
Brown, Greenville; John L. Rawls, Suffolk, Va.; John A. 
Payne, Sunbury, N. C., and Southgate Leigh Jr., Norfolk. 
Dr. Clarence Porter Jones Sr., Newport News, Va., was 
reelected secretary. Dr. Brian C. Sword, New Haven, 
Conn., was elected president of the American Society of Anes- 
thetists at its annual meeting in Philadelphia December 8. 
Dr. Fayette Elmore Hubbard, Montclair, N. J., was elected 
vice president and Dr. Paul M. New York, reelected 
secretary. The society will hoid four stated meetings during 
the year in New York and two meetings in other cities. 


World Silicosis Conference. — The International Labor 
Office at Geneva, Switzerland, conducted a silicosis conference 
from August 29 to September 10. Drs. Royd R. Sayers, senior 
surgeon, division of industrial hygiene, U. S. Public Health Ser- 
vice, Washington, D. C., Leroy U. Gardner, director, Saranac 
Laboratory for Study of Tuberculosis, Saranac Lake, N. Y., and 
Leonard Greenburg, executive director, division of industrial 
hygiene, New York State Department of Labor, New York, 
represented the United States. Other countries represented 
were Australia, Belgium, France, Great Britain, Japan, Den- 
mark, Switzerland, the Netherlands and the Union of South 
Africa. The report of the conference dealt with definitions 
and diagnosis of silicosis and included suggestions for pre- 
venting it. It recommended the use of dust protection masks 
only when the suppression of the dust at its source is 
impossible. 

Statement by Trustee of McKesson & Robbins.— 
William J. Wardall, sole trustee of McKesson & Robbins, 
issued a statement December 24 indicating that the company is 
carrying on its regular business of manufacturing and distribut- 
ing drugs. Mr. Wardall said “While the fictitious operations 
of Coster and his group in crude drugs were carried out in 
terms of equally fictitious warehouses and companies, the real 
business of McKesson & Robbins in manufacturing drugs and 
other preparations in accordance with the rigid standards of the 
Food and Drug Act and in wholesaling the equally high grade 
products of other manufacturers, is continuing.” The state- 
ment added that manufacturers are continuing to distribute their 
products through the firm and retail druggists are continuing 
to buy these products from the company. The statement con- 
cluded: “In the meantime, I am continuing the intensive investi- 
gation into the financial affairs of the company in cooperation 
with all other agencies and expect to have something further to 
say on the subject as soon as my investigation has reached the 
point where essential facts can be determined.” 


Health Record in the United States for 1938.—No pre- 
vious year has even closely approached the record of the 
United States for low mortality established for 1938, accord- 
ing to Louis I. Dublin, Ph.D., statistician of the Metropolitan 
Life Insurance Company, New York. Month after month the 
death rates among the many millions of persons who were indus- 
trial policy holders of this company have been even lower than 
during 1937. In the middle of December the year-to-date death 
rate was more than 7 per cent below the previous minimum 
established in 1937. Information for the first nine months of 
1938 was available also from the health officers of thirty-nine 
states, and their story, without exception, shows an improved 
mortality rate in 1938 as compared with 1937. It is practically 
certain, Dr. Dublin says, that 1938 will be acclaimed the banner 
health year in the history of the United States. 

The death rates from tuberculosis, pneumonia and influenza 
have reached new minima for the United States during 1938. 
It is almost certain that the mortality from tuberculosis for 
the country as a whole will drop below 50 per 100,000, for 
the first time in history. If the present rate of decline con- 
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tinues for a few more years tuberculosis will reach the stage 
at which the number of open cases will no longer be sufficient 
to maintain it among the leading causes of death in this 
country, 

There were no major epidemics of influenza or pneumonia in 
1938. In the case of pneumonia, there was also the added 
factor, no doubt, of the wide adoption of the new serum treat- 
ment against the more prevalent types of pneumococcus. The 
sole exception to this rule, in 1938, was the continuance of the 
rise in deaths charged to coronary artery disease. But this 
increase may be only apparent, reflecting improved diagnosis 
together with the newly awakened interest of physicians in 
this form of heart disease. 

Among the most gratifying aspects of the mortality picture 
for 1938 was the marked decline in automobile fatalities. Pres- 
ent figures indicate that the final tabulation will show fewer 
deaths by one fifth from this cause than were recorded in 1937 
and this will mean about 8,000 lives saved. Fatal occupa- 
tional accidents, as well as those occurring in public places, 
likewise resulted in fewer fatalities this year, although acci- 
dents in the home appear to have been as numerous as those 
reported a year ago. 

Further gains against both infant and maternal mortality 
also contributed to the salutary state of public health during 
the past year. It is safe to report new minimal death rates 
in both of these important fields of public health work. 

Aside from the rise in mortality from coronary artery dis- 
ease, about the only disturbing feature of the present mor- 
tality picture is the continued increase of the cancer death 
rate. The year 1938 is the twentieth consecutive year to 
register a rise in this malignant form of human affliction. 
There is some doubt, however, as to whether this upward 
trend in cancer deaths actually marks an increase of the dis- 
ease or merely reflects the rapid aging of our population. 
Improved means of diagnosis and more accurate reporting also 
have been important elements in the apparent increase in can- 
cer mortality. 

All but two of the leading communicable diseases showed 
below-normal prevalence during 1938. The country was espe- 
cially blessed in that it was comparatively free from poliomyelitis 
(infantile paralysis). Less than 1,700 cases were recorded 
throughout the entire country and no section has suffered what 
might be called a major outbreak. 

Only measles and smallpox were unusually prevalent during 
the current year. Fortunately neither of them was responsible 
for much mortality, although the exceptionally low death rate 
from measles in 1937 was probably quadrujied in 1938. 

Section Meetings of Otolaryngologists.— The annual 
section meetings of the American Laryngological, Rhinological 
and Otological Society will be held during January in Boston, 
New Orleans, Sioux City, Iowa, and Spokane, Wash. The 
eastern meeting will be in conjunction with the New England 
Otolaryngological Society at the Massachusetts Eye and Ear 
Infirmary, Boston, January 29. The speakers will include: 


Dr. Westley M. Hiunt, New York, Esophageal Abscess—the Importance 
Early Intervention. 


oe Forest C. Jarvis, Barre, Vt., Twelve Varieties of the Common 


Dr. Ww — Mithoefe:, Cincinnati, Pertinent Facts Concerning Pan- 
sinus 

The sdaihiaes section will meet at the Roosevelt Hotel, 

New Orleans, January 14, with the following speakers, among 
others: 


Dr. Watt W. Eagle, Durham, N. 
waldt’s Bursae). 
Dr. Harvey B. Searcy, Tuscaloosa, Ala., Oily Solutions for Sinus 


C., Nasopharyngeal Cysts (Thorn- 


Irrigation. 

Dr. James Ww. Jervey, ner. © C., Insulin and Other Therapy in 
Otolaryngology: mparative Study 

Dr. Robert G. Reaves, Knoxville, “Motion Pictures of Intranasal 


Sinus with Animated Illustrations. 

The middle section will meet January 19-20 with the Sioux 
Valley Eye and Ear Academy at Sioux City. The speakers 
will include: 

Dr. Allen C. Starry, Sioux City, Iowa, Pathology of the Tonsil. 

Dr. ge! g Ras —, Minneapolis, A State Program for the Conserva- 

tion o 
Dr. Millard r. y ew St. Louis, The Bronchoscopist in the Thoracic 
Surgery Team. 

Dr. Howard C. Ballenger, Chicago, Osteomyelitis of the Sphenoid. 

The western meeting will be at the Davenport Hotel, Spo- 
kane, Wash., January 29. Among the speakers will be : 

Dr. Aubrey G. Rawlins, San Francisco, Operative Procedure bee the 

Relief of Stenosis in Double Abductor Paralysis of the Laryn 

Dr. Brien T. King, Seattle, A New and Function-Restoring Seomation 

for Bilateral Recurrent Nerve Paralysis. 

Drs. Edwin Barnett and Harold D. Carnahan, Nasal 

Dr. Ralph A. Fenton, Portland, Ore., The Present Status of Sulfanil- 


Spokane, 
Allergy in Children. 
amide in Otolaryngology. 
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LONDON 
(From Our Regular Correspondent) 
Dec. 10, 1938. 
Radium Beam Therapy 

The Medical Research Council has issued a report on radium 
beam therapy which is the outcome of work done under an 
organization known as the Radium Beam Therapy Research, 
consisting of leaders of the medical profession and eminent 
physicists such as the late Lord Rutherford. Physical research 
preceded clinical work, so that everything was done to protect 
patients and staff. The investigation extended over four years, 
during which 366 patients were treated. There was no case 
of the slightest damage from radiation either to patients or 
to staff. The radium used was a unit of 5 Gm., which was 
subsequently increased to 10 Gm. The greatest care had to 
be taken in moving such a large amount. A pneumatic trans- 
ference device enabled the radium to be taken from the safe 
where it was’ kept and to be placed in the required position 
without any handling by or exposure of the operators. The 
exact placing of the patient and the adjustment of the appa- 
ratus were done before the radium was in working position. 
Thus the necessary care and time could be given to the pre- 
liminary adjustments, as all danger of manipulation was 
avoided. The apparatus was a modification of that designed 
by Sievert of Stockholm, which secures the maximum protec- 
tion for patient and staff. Difficulties encountered were the 
lack of a standard unit of dosage and of a method of directing 
the radiation accurately and estimating the amount received 
at the site of the disease and in the body generally. These 
were largely overcome. The beam was directed by a direc- 
tional caliper, and the radiation received by the tissues was 
calculated from specially prepared charts. Total radiation was 
estimated by an “electrical condenser in the form of a man.” 
The general effects of radiation were estimated by regular 
blood counts, the most important effect being a diminution of 
the total leukocytes. No one except the patient was present 
in the treatment room during the whole course of the exposure, 
but communication between nurse and patient was rendered 
easy by an ingenious installation of microphones and loud 
speakers, while observation was conducted by a system of 
periscopic mirrors. 

It was decided to limit the investigation to cancers of the 
mouth, tongue, larynx and pharynx, which are easily accessible 
to inspection and treatment and for which operations have 
to be drastic and often ultimately fail. Good results have 
been obtained by the interstitial insertion of small radium 
needles, but this means surgical intervention and much dis- 
comfort when the needles are in position. Beam therapy is 
conducted externally as with x-rays and the discomfort of 
needles is avoided, although a certain amount of discomfort 
is inevitable. Reaction of skin and mucous membrane is bound 
to occur, but the patient is much more comfortable than after 
interstitial irradiation and incomparably more so than after 
the mutilations of surgical treatment. 

RESULTS 

Complete disappearance of early and localized growths may 
be expected. When lymphatic glands in close proximity are 
involved, their enlargement may be made to disappear. Even 
with advanced primary growth and local lymphatic involve- 
ment, disappearance may occur in a small proportion of cases 
and many distressing symptoms be relieved in a large propor- 
tion. Though it is too early for definite pr 
treatment by radium beam is at least as satisfactory as sur- 
gical intervention or interstitial application of radium. Fur- 


ement, the 


ther work with a 10 Gm. unit is to be undertaken on cancer 
of the breast. Of the 366 patients treated from 1934 to 1937, 
forty-four died of intercurrent disease, Of the remaining 322, 
only thirty-four had operable growths. Of these, 122, or 37.8 
per cent, were symptomless in January 1938. Of the patients 
treated in 1934, 32 per cent were symptom free after three 
years. The curability rate of cancer of the tongue, floor of 
the mouth, alveolus and palate is similar to that for other 
methods, but cancer of the tonsil, pharynx, larynx and post- 
cricoid region shows a decided balance in favor of beam 
therapy. No less than 102 patients with cancer of the pharynx 
were treated, and thirty-three were rendered symptom free. 
In the treatment of inoperable cervical lymph glands, other 
metheds have proved of little value. In seven cases palpable 
masses or infiltrations disappeared under beam therapy and the 
patient remained symptom free for from eighteen months to 
three years. 


Every Hospital in British Empire to Have 
a Respirator 

The munificent gifts to medicine by Lord Nuffield, the auto- 
mobile magnate, have been reported previously. The latest 
is the presentation to every hospital in the British Empire of 
a respirator of the “iron lung” type, known as the Both res- 
pirator. Owing to their high cost and the infrequency with 
which they are required only a few hospitals have respirators, 
and when an emergency arises one has to be borrowed, with 
delay and difficulty which may mean loss of life. Lord Nuffield 
will manufacture the respirators at a probable cost of $500 
each. It is estimated that there will be a demand for 5,000, 
so that his gift will amount to $2,500,000. His interest in 
“the iron lung” was stimulated by a film on artificial respira- 
tion prepared by the department of anesthetics of the Univer- 
sity of Oxford, to which he has made colossal gifts for the 
development of the medical school. The respirator which Lord 
Nuffield is making is designed by the young Australian inven- 
tor Mr. E. T. Both and owes its creation to the severe epi- 
demic of infantile paralysis which prevailed in Australia in 
1937, in which it was used with success. After all applica- 
tions for respirators have been complied with, stocks will be 
kept in readiness for any sudden epidemic. Unlike its prede- 
cessors, the Both respirator is made of laminated wood, It 
is operated by a half-horse power motor where electricity is 
available and otherwise by hand. 


PARIS 
(From Our Regular Correspondent) 
Dec. 10, 1938. 
Tenth French Pediatric Congress 

The subjects chosen for special reports and general discus- 
sion during the 1938 session of the French Pediatric Congress 
were (1) severe anemias in infancy, (2) the malignant syndrome 
in the course of the acute infectious diseases and (3) megacolon 
and dolichocolon. 

SEVERE ANEMIAS IN INFANCY 

Dr. Louise Weill gave as normal figures for the blood in 
infancy erythrocytes 4,200,000, hemoglobin 75 to 85 per cent and 
leukocytes 6,000 to 12,000 with a predominance of mononuclears. 
The instability of the hemopoietic organs is a striking charac- 
teristic of the blood in infancy, revealing itself in the frequent 
appearance of immature cells such as erythroblasts or nucleated 
red corpuscles and of myelocytes. The presence of these two 
pathologic forms is of less importance in the blood of infants 
than in that of adults. There are two types of pernicious 
anemia, the plastic and the aplastic. The latter is rarely 
observed in infants. On the other hand, pseudoleukemic, or 
splenic, anemia in infants is the most common type. In addition 
to the marked decrease in the number of red corpuscles, it is 
especially characterized by splenomegaly, intense erythroblas- 
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tosis and a marked reaction of the red bone marrow. There 
is also extreme pallor, but there are no hemorrhages ard 
only slight hepatomegaly. Examination of the blood reveals a 
decrease in the number of red corpuscles, the hemoglobin con- 
tent and the color index, slight lymphocytosis and the presence 
of megaloblasts. This splenic type of anemia is not always 
fatal, and recovery may take place if the cause is eliminated. 
Jt must be differentiated from leukemia, from which recovery 
is extremely rare. Clinically, all types of splenic anemia are 
encountered, from benign to very severe. Differentiation from 
leukemia depends on the course and the number of lymphocytes. 
The results of sternal puncture may often be of great aid. In 
the etiology, syphilis plays an important part. In general, the 
health of the mother during pregnancy is of great influence, 
because all the anemias observed in infancy are of congenital 
origin. Treatment includes the administration of vitamins, anti- 
syphilitic medication, medullary opotherapy, hemotherapy and, 
in some cases, splenectomy. 


MALIGNANT (TOXIC) SYNDROME IN THE ACUTE 
INFECTIOUS DISEASES 

Dr. R. A. Marquezy and Miss Ladet of Paris based their 
report on the obscrvation of sixty-two cases. The syndrome 
is characterized by (a) symptoms of nervous origin such as 
adynamia, asthenia or ataxia and convulsions, (b) hyperthermia, 
(c) cardiovascular and respiratory (dyspnea) disturbance and 
(d) digestive and renal symptoms, hemorrhages and erythema. 
At necropsy one finds generalized hyperemia, submucous hemor- 
rhages in the digestive tract and tumefaction of lymphoid tissue. 
As to the cause, the most plausible theory is that the condition 
is the result of some dysfunction of the autonomic nervous sys- 
tem. Reilly and his co-workers reported their experimental 
work in 1935. They found that the hemorrhages and the vas- 
cular and lymphatic lesions could be reproduced by injecting 
various bacterial toxins into the perisplanchnic tissues. The 
lesions do not present any specific characteristics depending on 
the type of toxin which has been injected. They are found even 
after injection of mineral poisons such as lead or nickel, arsenic 
and even nicotine. In closing, the authors of the report expressed 
the hope that some preparation would be found which, by act- 
ing directly on the sympathetic nervous system, could be used 
at the onset of any acute infectious disease to prevent the 
development of the malignant syndrome. 

In the discussion of this report, Professor Lereboullet of Paris 
emphasized the prominence in the clinical picture of adrenal 
dysfunction, which responds so well to opotherapy. Dr. Lesné 
of Paris called attention to certain associated humoral changes 
which have an unquestionable prognostic value when accom- 
panied by a high nonprotein nitrogen content of the blood. 
These changes are a decrease in the cholesterol and in the 
inorganic phosphorus content of the blood. Professor Cathala 
of Paris said that a distinction must be made between the malig- 
nant (toxic) syndrome in the course of an acute infectious dis- 
ease and the malignant forms of the disease. Dr. Robert 
Clement and his co-workers reported a case in which the syn- 
drome appeared on the fortieth day of diphtheria. After epi- 
nephrine, total epinephrine extract, ouabain and strychnine in 
large doses had been given, rapid improvement followed the 
injection of adrenal cortex extract. Dr. Grenet of Paris 
reported cases of spontaneous recovery from a malignant (toxic) 
syndrome which appeared on the fiftieth day of diphtheria. Dr. 
Ribadeau-Dumas of Paris preferred the term “toxic syndrome” 
to “malignant syndrome.” The essential lesions are hyperemia 
and hemorrhages in the vicinity of the third ventricle. As a 
rule one can do little in the way of treatment. Dr. Caussade 
of Nancy reported four cases, with three deaths, in which the 
chief symptoms were adynamia, coma and cyanosis. In two 
of the three fatal cases encephalitis or another infection was 
found at necropsy. In addition there was marked hyperemia 
of all the viscera. 
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MEGACOLON AND DOLICHOCOLON 

The pathogenesis of megacolon was the subject of the first 
part of a paper by Prof. Paul Rohmer and Dr. Albert Vallette 
of the University of Strasbourg pediatric clinic. Recent con- 
tributions to our knowledge of dysfunction of the autonomic 
innervation of the intestine have created renewed interest in 
megacolon. The most convincing evidence has been furnished 
by the results of operations on the abdominal sympathetic nerves. 
The authors collected repurts of seventy-one cases, in sixty-one 
of which the condition had been either completely relieved or 
at least greatly improved after operation on the sympathetic 
nerves; four operations gave only partial improvement, two 
were failures and four patients died. Paessler collected 117 
cases of idiopathic megacolon which had been treated by sympa- 
thectomy; in eighty-five there was cure or marked improve- 
ment, in 12 per cent failure and in 3 per cent death following 
operation, These results demonstrate the predominant influence 
of the sympathetic nerves on megacolon (Hirschsprung’s dis- 
ease), because in a large percentage of cases operative elimina- 
tion of this influence led not only to a clinical cure or marked 
amelioration but also to a cure from the anatomic standpoint. 
Adamson and Aird in 1932 showed experimentally that division 
of the nerves of Eckard (parasympathetic innervation) is fol- 
lowed by typical megacolon and that the colon returns to its 
normal volume after division of the two lumbar sympathetic 
nerves. The occasional association of megacolon and mega- 
bladder also speaks for hyperfunction of their common sympa- 
thetic innervation (hypogastric plexus). Megacolon may now 
be regarded as due to some abdominal vagosympathetic dys- 
function the origin of which is still obscure. It can be due to 
various peripheral and central causes. Its congenital origin 
can be explained by the fact that the organism in the fetal and 
neonatal period in general shows a predisposition to hyper- 
sympathicotonic states. 

The second part of the paper was devoted to dolichocolon. 
In spite of the resemblance clinically of this condition to mega- 
colon, there is a difference as to both the pathologic process and 
the pathogenesis. By dolichocolon is meant an abnormal elonga- 
tion of the colon which should be considered as a congenital 
malformation. It is observed rarely in infants and children and 
most commonly in adults. As a rule dolichocolon does not give 
rise to symptoms in children, but there have been reported cases 
in which pain and fever predominated the clinical picture resem- 
bling that of appendicitis; cases in which vomiting was the 
dominant symptom, and, finally, cases in which the clinical 
picture was that of intestinal obstruction. The origin is still 
obscure. The treatment is medical unless complications occur. 
The surgical aspects of megacoion and dolichocolon were dis- 
cussed by Dr. Marcel Boppe of Paris. One can assume as a 
working hypothesis that either hyperfunction of the sympathetic 
nerves or hypofunction of the parasympathetic nerves is respon- 
sible for megacolon. If the former exists, the most logical 
procedure would be division of the inhibitory sympathetic fibers 
to allow the motor action of the parasympathetic nerves to be 
free to function. If the second hypothesis is true, it is logical 
to operate on the involuntary sphincters, i. e. to do a sphinc- 
terectomy. ; 

The author collected reports of 119 operations on the sympa- 
thetic nerves for megacolon, ten of which he himself observed. 
All the patients were children less than 15 years of age. There 
were nine operative deaths and seventeen failures. The author’s 
impression was that for older children the mortality is very low 
after division of the sympathetic fibers. Although the operation 
has a favorable influence on peristalsis, this is rather uncertain 
and often only transitory. His conclusion was that it was too 
early to evaluate the results of operations on the sympathetic 
nerves in the treatment of megacolon. 

In view of the high mortality and complications of one step 
colectomy, this operation has been discarded by most surgeons 
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in favor of segmentary colectomy performed in stages. Only 
sigmoidectomy or splenic hemicolectomy in three stages are to 
be retained as feasible procedures. 


BERLIN 
(From Our Regular Correspondent) 
Nov. 29, 1938. 
Campaign Against the Misuse of Narcotics 

Crime Commissioner W. Thomas, director of the national 
police antinarcotic center, lectured on the misuse of narcotics 
before the fifth congress of the European Association of Mental 
Hygiene at Munich. The national center has its headquarters 
in the national police headquarters, Berlin. It functions as a 
clearing house of information for all police problems, German 
and international, relating to narcotics. The master card index 
contains some 9,000 cards, more than 2,200 of which represent 
the records of addicts who are criminals or whose addiction 
has been discovered in connection with crime. The card index 
is arranged so as to provide information on addicts according 
to occupation and according to type of addiction, The center 
has established throughout the reich fifteen branches known as 
centers for the collection of information relating to drug addic- 
lion. A police net is thus spread over the entire country. 
Public prosecutors also communicate any pertinent data to the 
center. 

The center keeps abreast of pending proceedings in the 
criminal courts, provides expert medicolegal testimony and 
sends its officers to assist local police authorities in difficult 
cases. It also seeks greater unification of antinarcotic laws. 

Besides combating illicit traffic in narcotics, the bureau is 
instrumental in the apprehension of individual addicts who 
seek to obtain narcotics illegally by forged prescriptions and 
other fraudulent means. It is a notorious fact that in 1928 
there were an estimated 8,000 drug addicts in Germany, so if, 
as mentioned, 2,200 addicts are classified as criminals, every 
fourth addict has already run afoul of the law and an increase 
in drug addiction will lead to an increase in crime unless 
combative measures are instituted. 


COMMITMENT TO INSTITUTIONS 

Accordingly, as Thomas states, further legal restrictions are 
being carried out by the Nazi government. A criminal nar- 
cotic addict can now be committed to a hospital for mental 
diseases if public safety so demands. A criminal addict can 
also be sentenced to undergo deprivation treatment in lieu of 
a regular statutory penalty for his offense. Furthermore, a 
suspension for any period up to five years of the right to 
pursue a certain occupation may be imposed on an addict. 
Such suspension often is tantamount to an order to change 
one’s occupation, and this provision is one of the most drastic 
measures in force. Special institutions to which drug addicts 
may be committed by the courts do not exist. 

Among the addicts to whom the mentioned provisions for 
commitment apply, the small group of physician addicts deserves 
special attention. A doctor is held to have violated the anti- 
narcotic law if, among other things, he prescribes narcotics 
for himself “under medically unjustifiable” circumstances, e. g. 
in order to satisfy an abnormal craving. If the addicted doctor 
shows no disposition to undergo treatment or to curtail his 
abuse of the power of prescription, the police, in collaboration 
with the health authorities, go into action. Within the last 
four years sixty physicians have been detained in institutions 
by the courts for considerable periods on account of drug 
addiction. That this rigorous procedure is effective is attested 
by the fact that of the doctors released only a few have thus 
far recidivated although many have been at liberty for years. 

lf medicolegal opinion decides for the commitment to an 
institution of a law-breaking addict, the court can order the 
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prisoner committed on the same day to the hospital section of 
the examining prison or to any suitable institution. Depriva- 
tion therapy is immediately initiated, unmitigated by the use 
of any palliatives. “The addict is granted no respite from the 
sufferings incident to deprivation; consequently, the frightful 
recollection of the cure will remain with him and act as a 
deterrent.” For some months after the first stage of depriva- 
tion the patient’s habits are slowly changed, and this period 
is succeeded by an equally long stage of reeducation. The 
courts are also empowered to commit for treatment the addict 
whose mental condition on repeated examination so warrants 
even if he is not considered a criminal. Such commitments 
may be either immediate or delayed. 


RELEASE ON PROBATION 


The “release on probation” of a committed addict is usually 
considered only after six months has passed since commitment. 
Experience has shown that deprivation treatment of shorter 
duration virtually never leads to permanent cure. The patient 
undergoes an extremely careful examination before a court 
hearing on the question of release takes place. If expert 
opinion is favorable the court may grant a release on proba- 
tion subject to certain “obligations.” This means that the 
person released must report regularly for follow-up examina- 
tion for eighteen months, He reports every fortnight or so 
at first and then at gradually greater intervals. The police 
take part in the supervision of erstwhile addicts. Should sus- 
picion of recidivation arise, an intensive investigation is made; 
inquiry is made at pharmacies and among the person’s acquain- 
tances. Should the person actually backslide, a simple court 
order suffices to cancel his release on probation and to recom- 
mit him to an institution. 

‘The national center possesses a card index record of com- 
mitments and surveillance covering the entire reich. From 
1934 to 1937, 289 persons were committed to institutions by 
court order on account of addiction to narcotics. Of this 
number 128 were released on probation, ninety-one had to 
serve out longer sentences and ten died. The number of per- 
sons finally released from supervision, namely those considered 
cured, could rot be determined, since data concerning them 
are incomplete. Thomas stated that among the 289 addicts 
only twenty-seven were known to have recidivated. A diffi- 
cult problem is presented by those addicts who are not pun- 
ishable under criminal law but who refuse to submit voluntarily 
to deprivation therapy. Attempts at supervision by relatives 
are seldom successful. 


German Clinics at Prague University 


There are two universities at Prague, the German Univer- 
sity, one of the oldest in Europe, and the Charles University, 
which is Czech. The years since the establishment of the 
Czechoslovak state have been marked by numerous disagree- 
ments between the two institutions. The German clinics and 
institutes in particular have complained of their lack of funds 
and especially of .the inadequacy of the aids and _ subsidies 
received from the @pvernment. During the recent period of 
political change in Czecho-Slovakia the German newspapers and 
medical journals reported the closing of eight of the German 
university clinics, together with the arrest of certain members 
of the medical and nursing staffs. It was also stated that 
care of the patients in these clinics had been assumed by the 
Czech clinics. 

Lately, more precise information has appeared in the German 
medical press with regard to these occurrences. September 26 
the surgical, the first and second medical, the psychiatric-neuro- 
logic, the otorhinologic and the dermatologic clinics of the 
German university were discontinued and taken over by the 
Czechs. October 25 the Czech ministry of education and public 
health decreed the restoration to their post of the ousted members 
of the clinical staffs. All these had meanwhile left Prague. 
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ITALY 
(From Our Regular Correspondent) 
Nov. 30, 1938. 
Congress of Neurosurgeons 

The third National Congress of the Societa radio-neuro- 
chirurgica italiana recently met at Pisa. Professor Ayala, presi- 
dent of the executive committee, in his inaugural speech reviewed 
the progress of neurosurgery. Modern interpretations of the 
symptoms of nervous diseases enable neurologists in the majority 
of cases to make a diagnosis which is verified and sometimes 
modified by roentgenologists. At the same time refinements in 
surgical technics enable surgeons to perform delicate and success- 
ful operations on the nervous system which could not have been 
done a few years ago. Francesco Durante, an Italian surgeon, 
reported in 1884 a successful operation for removal of a tumor 
from the frontal lobe. The patient survived the operation for 
twenty years. The modern operations for diseases of the central 
nervous system are entirely different from those performed in 
Durante’s time. The so-called operative surgery of the nervous 
system after Chipaut and surgery after prescriptions, according 
to Cushing’s phrase, are no longer in use. Modern opera‘’ ons 
on the nervous system are mainly to obtain functional restora- 
tion of the neuropsychic faculties of the patients. They progress 
with the greater appreciation of the differences between the 
nervous system of men and that of experimental animals. The 
problem of the cerebral localizations in man can be interpreted 
through the knowledge offered by surgery of the nervous system. 

The official topic of the congress was “Diagnostic and Thera- 
peutic Criteria in Cases of Acute Craniocerebral Trauma.” 
Professors Mario Lapidari, Virginio Porta, Mucchi and Carne- 
vali Ricci were the speakers. Trauma from bullets and foreign 
bodies of violent properties was excluded. 


SURGICAL ASPECTS OF CRANIOCEREBRAL LESIONS 


Professor Lapidari said that the seriousness of craniocerebral 
lesions is not necessarily proportional to that of the lesions of 
the extracranial soft parts. A diagnosis of the intensity of 
craniocerebral lesions cannot be made from the external lesion. 
The treatment of the wound is of surgical importance. The 
speaker advised immediate treatment, which consists in com- 
plete cleaning of the wound, removal of bruised edges, coagulated 
blood, mortified tissues and foreign bodies, and partial or com- 
plete suturing of the wound. Partial suture, occasionally with 
application of drainage, is indicated in the case of contaminated 
wounds which are cared for in the first few hours after trauma. 
The speaker believes that the pathogenic mechanism of fractures 
of the cranium is different in man and in experimental animals. 
Therefore the schematic theories on the subject which are based 
on experimental trauma are far from being exact. Cranial 
lesions result from different violent actions which take place 
in succession in the course of trauma. They act on the cranium 
in different ways. Making a diagnosis of cranial fracture from 
the clinical symptoms alone is difficult. Still more difficult is 
the diagnostic interpretation of pain, tumefaction and other local 
phenomena in the case of exposed cranial fractures with small 
wounds. The discharge of cerebrospinal fluid through the nose, 
mouth or ear and the late appearance of ecchymosis on the 
inclined points of the base are signs of confirmatory diagnostic 
value with fractures of the base. A certain and grave sign of 
fracture is collections of air under the skin or under the peri- 
osteum of bones which are covering pneumatic cavities, such 
as the frontal sinuses and the mastoid. Hemorrhages through 
the nose and mouth have no diagnostic significance. Hemor- 
rhages through the ear are a decisive symptom when they are 
associated with immediate deafness, facial paralysis and elimi- 
nation of cerebrospinal fluid through the ear. Fractures of the 
base do not demand special surgical treatment unless there are 
complications. The most serious complication is the develop- 
ment of purulent meningitis secondary to fracture of bones over 


MARRIAGES 73 


the natural cavities of the base or secondary to exposed frac- 
ture of the vault. The best treatment in such cases is Zeller’s, 
which consists in daily withdrawal of the purulent cerebrospinal 
fluid and substitution of air (artificial pneumo-encephalon) in 
association with the administration of hypotonic solutions by 
phleboclysis. Surgical intervention is contraindicated in the 
presence of cerebral lesions which cause symptoms of diffuse 
intracranial pressure. Operative trauma aggravates the con- 
ditions caused by craniocerebral trauma, and there are doubts 
as to whether or not the operation will give satisfactory results. 
It is advisable to administer treatment aimed to diminish hyper- 
tension of the cerebrospinal fluid, such as intravenous injections 
of hypertonic solutions, intestinal derivation and lumbar punc- 
ture. The last is effective when the cerebrospinal fluid is 
replaced by air, the substitution being controlled by a manometer. 


ROENTGENOLOGIC ASPECT OF CRANIOCEREBRAL TRAUMA 

Professor Mucchi said that in making the x-ray study of the 
brain and the cranium in cases of craniocerebral trauma, 
encephalograms, cerebral arteriograms and iodoventriculograms 
are necessary. Encephalograms are ¢ontraindicated only in rare 
cases. Cerebral arteriograms are indicated when hemorrhage 
is suspected. In making a diagnosis of cranial fracture the two 
lateral and two sagittal projections, the two projections of 
Schiller and the demiaxial, frontonuchal and axial projections 
are necessary. The fractures which most frequently show in 
roentgenograms of the cranium are those of the temporal and 
parietal bones; those of the frontal and occipital bones show less 
frequently. Fractures of the petrous bone are frequent. Frac- 
tures of the anterior cranial fossa and isolated fractures of the 
base are rare. Encephalographic examination requires the use 
of at least 100 cc. of air. Cerebral edema prevents the passage 
of air to the subarachnoid spaces which correspond to the 
involved part of the brain. Internal hydrocephalus can be shown 
within four or five days after trauma. Cerebral ischemia is 
shown during encephalographic examination by the passage of 
air to the subdural spaces because of the presence of a lacera- 
tion of the arachnoid or some other cause. 


LESIONS OF THE INTERNAL EAR 
Prof. Carnevali Ricci discussed the diagnostic and therapeutic 
criteria of lesions of the internal ear from closed cranial trauma. 
The most frequent observation is laceration of the tympanic 
membrane which follows fracture of the temporal bone. A 
characteristic aspect, aside from the presence of perforation, is 
the presence ot hyperemic zones at the membrane. Otorrhagia 
is a frequent symptom of fracture of the petrous bone. Elimina- 
tion of cerebrospinal fluid through the ear takes place in about 
4 per cent of the cases. Functional alterations of the labyrinth 
take place in some cases and are evidenced by dizziness, nystag- 
mus and, occasionally, changes in hearing. The problem of the 
treatment of fracture of the petrous bone is unsolved. As a 
rule operation is contraindicated when suppurative otitis media 

existed before or developed after the fracture. 


Marriages 


FrepertcK Nrmrop THompson, Newport News, Va., to Miss 
Frances Willett Edwards of Miami, Fla., Sept. 29, 1938. 

Prosser Harrison Picot, Richmond, Va., to Miss Elmyra 
Davidson Williams of W ytheville, Va., Sept. 3, 1938. 

Frep G. Wooprurr, High Point, N. C., to ae Margaret 
Lewis Thompson at Winston- Salem, Oct. 13, 1938. 

Rogpert KLENNER, Winston- N. C., to Miss 
Annie Hill Sharp at Greensboro, Oct. 12, 1 

Hucu Gricspy WuiItEHEAD Jr. to Natalie Contee 
Whiting, both of Baltimore, Sept. 24, 

Cuar_es Howarp Moore, to Mrs. John Mait- 
land Dryden of New York, Oct. 15, 1938. 


| 
12 
9 


74 DEATHS 


Deaths 


Floyd Elwood Keene ® Philadelphia; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1904; William 
Goodell professor of gynecology at his alma mater and professor 
of gynecology at the Medico-Chirurgical College, Graduate 
School of Medicine, University of Pennsylvania ; member and 
past president of the American Gynecological Society; past 
president of the Philadelphia Obstetrical Society; fellow of the 
American College of Surgeons; served during the World War; 
gynecologist to the Hospital of the University of Pennsylvania, 
Bryn Mawr (Pa.) Hospital, Abington (Pa.) Memorial Hospital 
and the Chestnut Hill Hospital; aged 57; died, Nov. 15, 1938, 
at his home in Wynnewood, Pa. 


Joseph Millen King ® Los Angeles; University of South- 
ern California College of Medicine, Los Angeles, 1895; clinical 
professor of medicine at his alma mater; fellow of the American 
College of Physicians; past president and secretary of the Los 
Angeles County Medical Society and the Southern California 
Medical Association; past president of the Los Angeles Clinical 
and Pathological Society and the California Medical Associa- 
tion; at various times on the staffs of the Hollywood Hospital, 
California Lutheran Hospital and St. Vincent's Hospital; aged 
66; died, Oct. 7, 1938. 


Philip Samuel Stout ® Philadelphia; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1904; associate 
professor of otology at the Medico-Chirurgical College, Graduate 
School of Medicine, University of Pennsylvania; member of 
the American Academy of Ophthalmology and Otolaryngology 
and the American Laryngological, Rhinological and Otological 
Society; fellow of the American College of Surgeons; served 
during the World War; on the staff of the Jefferson Hospital 
and the Graduate Hospital; aged 61; died, Nov. 3, 1938, in 
St. Luke’s and Children’s Hospital, of heart disease. 


George Franklyn Inch @ Ypsilanti, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1895; member of the American Psychiatric Association; at one 
time assistant medical superintendent of the Kalamazoo ( Mich.) 
State Hospital; consulting neuropsychiatrist to the U. S. 
Veterans Bureau, 1920-1926; formerly superintendent of the 
Traverse City (Mich.) State Hospital; consulting psychiatrist 
to the Butterworth Hospital, Grand Rapids; since 1931 medical 
superintendent of the Ypsilanti State Hospital; aged 65; died, 
Nov. 29, 1938, of heart disease. 


Joseph Coolidge Palmer, Syracuse, N. Y.; Syracuse Uni- 
versity College of Medicine, 1903; member of the Medical 
Society of the State of New York; professor emeritus of hygiene, 
sanitation and clinical pediatrics at his alma mater; member of 
the American Academy of Pediatrics; director of health of the 
city public and parochial schools ; served during the World War; 
on the staff of the Syracuse Memorial Hospital; aged 63; died, 
Oct. 27, 1938, in the Hospital of the Good Shepherd, Syracuse 
University, of hypertrophy of the prostate and heart disease. 


William Moore Guilford, Lebanon, Pa.; University of 
Pennsylvania Department of Medicine and Surgery, Ann Arbor, 
1852; member of the Medical Society of the State of Pennsyl- 
vania; oldest alumnus of the University of Pennsylvania; past 
president of the Lebanon County Medical Society; Civil War 
veteran; for many years member of the city board of health; 
for many years on the staff of the Good Samaritan Hospital ; 
aged 106; died, Dec. 10, 1938, of pneumonia. 


John Henry Neff @ Charlottesville, Va.; University of 
Virginia Department of Medicine, Charlottesville, 1910; pro- 
fessor of urology at his alma mater; member of the Southern 
Surgical Association, American Association of Genito-Urinary 
Surgeons, American Urological Association and the Clinical 
Society of Genito-Urinary Surgeons; past president of the Vir- 
ginia Urologic Society ; on the staff of the University of Virginia 
Hospital ; aged 51; was found dead, Nov. 9, 1938, in a pond. 

Ulysses J. Grim, Waukegan, IIl.; Rush Medical College, 
Chicago, 1891; professor emeritus of otorhinolaryngology, 
Loyola University School of Medicine, Chicago; member of 
the American Academy of Ophthalmology and Otolaryngology ; 
fellow of the American College of Surgeons; on the staffs of 
the Illinois Eye and Ear Infirmary and the Mercy Hospital, 
Chicago; aged 72; died, Oct. 8, 1938, in St. Therese’s Hospital, 
of heart disease. 

Benton Elkins Longwell ® Johnstown, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1899; 
past president and secretary of the Cambria County Medical 
Society; fellow of the American College of Surgeons; on the 
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staff of the Conemaugh Valley Memorial Hospital; at one 
time member of the board of health and school board of West- 
mount; aged 64; died, Oct. 11, 1938, of acute pyelonephritis. 


George C. Webster Jr., Chester, Pa.; Jefferson Medical 
College of Philadelphia, 1913; member of the Medical Society 
of the State of Pennsylvania; served during the World War; 
on the staff of the J. Lewis Crozer Home for Incurables and 
Homeopathic Hospital; aged 50; died, Oct. 23, 1938, of car- 
diovascular sclerosis, multiple cerebral hemorrhage and chronic 
nephritis. 

William Ide Tomlinson, Philadelphia; Hahnemann Medi- 
cal College and Hospital of Philadelphia, 1903; associate pro- 
fessor of obstetrics at his alma mater; fellow of the American 
College of Surgeons; on the staffs of the Hahnemann Hospital 
and the Broad Street Hospital; aged 57; died, Oct. 14, 1938, 
of coronary thrombosis, pulmonary embolism and lobar pneu- 
monia. 


Walter Kempster Gray ® Milwaukee; University of 
Arkansas School of Medicine, Little Rock, 1918; member of 
the American Urological Association; served during the World 
War; on the staffs of the Mount Sinai Hospital and the Colum- 
bia Hospital; aged 58; died, Oct. 20, 1938, of an injury to the 
right leg. 

John Wesley Ellis, Lampasas, Texas; St. Louis Univer- 
sity School of Medicine, 1905; member of the State Medical 
Association of Texas; served during the World War; aged 
61; died, Oct. 26, 1938, in the Veterans Administration Facility, 
Legion, of arteriosclerosis. 


Charles Ransom Draper, Medford, Mass.; University of 
Vermont College of Medicine, 1888; member of the Massa- 
chusetts Medical Society; for many years on the staff of the 
Lawrence Memorial Hospital; aged 75; died, Oct. 25, 1938, of 
hypertensive heart disease. . 


Harris M. Branham, Brunswick, Ga.; College of Physi- 
cians and Surgeons, Baltimore, 1888; member of the Medical 
Association of Georgia; for many years chairman of the county 
board of health; aged 76; died, Oct. 28, 1938, of cerebral hemor- 
rhage and chronic myocarditis. 


Charles Monroe Kennedy ® Camden, Ind.; Medical Col- 
lege of Indiana, Indianapolis, 1905; bank president; at one 
time county coroner; aged 63; died, Oct. 28, 1938, in the Cass 
County Hospital, Logansport, of coronary occlusion and pul- 
monary embolism. 


William Moore, New Albany, Ind.; University of Louis- 
ville (Ky.) Medical Department, 1884; member of the Indiana 
State Medical Association; on the staff of St. Edward’s Hos- 
pital; aged 86; died, Oct. 8, 1938, of cerebral hemorrhage and 
acute bronchitis. 


Ignatius L. Goodfried ® New York; Baltimore University 
School of Medicine, 1898; formerly on the staff of the Mount 
Sinai Hospital ; aged 61; died, Oct. 24, 1938, in the Beth David 
Hospital of myocarditis, chronic bronchiectasis and carcinoma 
of the liver. 

Otto Carl Ahlers ® Sherman, Texas; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1897; 
chairman of the board of trustees of the Wilson N. Jones 
Hospital; aged 66; died, Oct. 30, 1938, of cerebral hemorrhage. 

Frank Eliot Stetson, South Dartmouth, Mass.; Harvard 
University Medical School, Boston, 1897; formerly member of 
the board of health of New Bedford; served during the World 
War; aged 69; died, Oct. 20, 1938, of coronary sclerosis. 

Frank Blaney Eaton, Portland, Ore.; Cooper Medical Col- 
lege, San Francisco, 1875; aged 86; died, Oct. 10, 1938, in a 
hospital at Glendale, Calif., of cerebral hemorrhage. 

Charles Ellsworth Hewitt, Mystic, Conn.; Hahnemann 
Medical College and Hospital of Philadelphia, 1893; aged 83; 
died, Oct. 1, 1938, of pulmonary hemorrhage. 

Franklin Arthur Heckler, Columbus, Ohio; Ohio Medical 
University, Columbus, 1895; aged 71; died, Oct. 17, 1938, in the 
Grant Hospital of cerebral hemorrhage. 

John Thomas Stanford, Philadelphia; Howard University 
College of Medicine, Washington, D. C., 1895; aged 78; died, 
Oct. 30, 1938, of cerebral hemorrhage. 

John M. Johnson, Frankfort, Ind.; Curtis Physio-Medical 
Institute, Marion, 1894; aged 80; died, Oct. 21, 1938, of car- 
cinoma of the stomach. 

Humie Zebie Lee Horton, Apex, N. C.; Medical College 
of Virginia, Richmond, 1923; aged 41; died, Oct. 27, 1938, of 
acute myocarditis. 

Isaac N. Rogers, Rogersville, Mo.; St. Louis Medical 
College, 1872; aged 88; died, Oct. 12, 1938, of bronchopneumonia. 
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Bureau of Investigation 


AN OBESITY CURE FRAUD 


Nancy Hatch and Youthful Face and Figure, Inc., 
Barred from the Mails 


The “obesity cure” racket is not what it used to be. A few 
years ago there was a veritable flood of fakes—most of them 
merely worthless but some of them viciously dangerous—sold 
to the overweight by those who were literally living on the fat 
of the land. 

Among the more conspicuous humbugs in the fat-cure field 
were certain pastes and soaps that were sold under the claim 
that, by rubbing them on the body surface, adipose tissue could 
be effaced. While the preposterousness of such claims was 
obvious to physicians, the “stylish stouts” with a strongly 
developed “will-to-believe” fell hard for them. It was useless 
to tell such people that there was no paste or soap that, rubbed 
on the body, would remove fat. The advertisements in certain 
magazines and newspapers said that they would—and that was 
that. 

Among some of the paste or soap types of obesity cures that 
were investigated by the Bureau of Investigation of the Ameri- 
can Medical Association and the results published either in this 
department of THE JourNAL or in Hygeia, were the following: 

Absorbit.—A paste consisting of lard, oil, beeswax and a small amount 
of ox bile. 

Fatoff.—A paste containing 10 per cent soap and 90 per cent water. 

Foit’s Reducing Soap.—aAn artificially colored soap containing a minute 
amount of iodine. 

LaMar Reducing Soap.—A soap to which small amounts of sassafras 
and potassium iodide had been adde 

Morlene.—A gelatinized mixture of alcohol, soap, sodium iodide and 
sugar. 

Way Reducing Cream.—Petrolatum, mineral oil, 
epsom salt, baking soda and alum. 

_ Slendaform.—An emulsion of casein, oil of turpentine and white 
vinegar. 

It is doubtful whether any of the fakes just listed are still 
advertised, although some of them may still gather dust on the 
druggists’ shelves. But that external obesity “cures” are not 
yet entirely extinct is evident from the facts given not many 
weeks ago in a memorandum to the Postmaster General from 
the office of the Solicitor to the Post Office Department, recom- 
mending the issuance of a fraud-order against a concern doing 
business under the trade names “Nancy Hatch” and “Youthful 
Face and Figure, Inc.” 

The information that follows is from the memorandum just 
referred to or from material in the files of the Bureau of Investi- 
gation of the American Medical Association. The fraud in 
question was conducted by Mrs. Nancy Hatch Herbert and her 
son John L. Hatch. The business was started about 1930 and 
was incorporated in 1937 and capitalized at $10,000. Stock to 
the amount of $7,500 was issued and was held by the Herbert 
woman and her son John L. Hatch. Victims were obtained in 
the orthodox way—by advertising in those magazines and news- 
papers that obviously do not have the welfare of their readers 
at heart. A typical advertisement is reproduced herewith. 

Some of the earlier advertisements were even more blatant. 
One stated that Dr. Hatch’s Reducing Cream—later called Dr. 
Hatch’s Formula Massage Cream—would cause the overweight 
to reduce even though you “Eat what you like, take no exercise 
or drugs.” Still another advertisement, instead of giving the 
name of the product and the address at which it could be 
obtained, was run in editorial style and was ballyhooed by the 
“Beauty Department” of Mother’s Home Life, Winona, Minn. 
Those who wrote to the “Beauty Department” were sent the 
Hatch advertising circulars. 

Purchasers of the Hatch nostrum ($1 for a half-pound pack- 
age) received a jar of pinkish paste and some dietary instruc- 
tions. This in spite of the fact that the obese public was led 
to believe from the Hatch advertising that dieting and exercise 
were unnecessary when Dr. Hatch’s Formula Massage Cream 
was used. Government chemists analyzed the “cream” and 
reported that it was more than 99 per cent soap and water with 
a dash of epsom salt and a trace of iodine. There should have 
been money in the sale of soap at $2 a pound! 


beeswax, 
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The quacks who put out this fraud had a physician appear 
as a witness for them at the government hearing: one K. Arvid 
Enlind, M.D. According to the records Dr. Enlind was born 
in 1873 and holds a diploma from the College of Physicians and 
Surgeons of Baltimore, 1893; he was licensed in Connecticut 
in the same year, in New York in 1907 and in the District of 
Columbia in 1931. He is not a member of the American Medical 
Association. The files of the Bureau of Investigation of the 
American Medical Association show that in 1912 Dr. K. Arvid 
Enlind was endorsing “Vegatal Crackers” for “autointoxication 
and constipation.” 

In 1936 the National Better Business Bureau, a militant 
crusader against fraudulent advertising, wrote to the Bureau 
of Investigation of the American Medical Association and asked 
for information regarding “Youthful Face and Figure Insti- 
tute,” as the concern was then known. The Better Business 
Bureau stated that the “Institute” had sent it a statement signed 
K. Arvid Enlind, M.D., reading as follows: 


“It is my opinion that Dr. Hatch’s Formula Massage 
Cream contains elements which have definite reducing 
properties when applied to the surface of the body. These 
elements are Iodine and Epsom Salt, and have an oxidizing 
effect on the superficial fat. This cream is absolutely harm- 
less to anyone regardless of their physical condition.” 


At the Post Office hearing Dr. Enlind testified that he did 
not know the percentage of the various ingredients used in the 
Dr. Hatch’s Formula Massage Cream but that he was sure that 
this soap-and-water paste would cause a reduction in weight 
if rubbed cn the body. In fact, on cross examination he testified 
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that the only effective ingredients in the paste were the soap 
and water! As a matter of social hygiene it may be admitted 
that any one who needs to reduce weight by using soap and 
water should not be deterred. But the result can be accom- 
plished much more cheaply and efficiently by taking a bath. 

In order, presumably, to catch the gullible both coming and 
going, the Hatch quackery also included a preparation to be 
taken internally called “Slimmets.” The Hatch concern was 
reported in 1937 by the Federal Trade Commission to have 
stipulated that it would discontinue advertising that either the 
“Cream” or “Slimmets” would remove adipose tissue without 
the need of dieting. But apparently the Federal Trade Com- 
mission was not taken very seriously, as the company was still 
making such representations as late as March 1938 when cited 
by the Post Office Department. 

Not long ago that department debarred from the mails a 
fraud that was supposed to cure errors of refraction and make 
the use of glasses unnecessary. It was brought out at the 
hearing that the exploiter of the fraud wore glasses! In the 
same spirit of tu quoque, the memorandum of Acting Solicitor 
Calvin W. Hassell to the Postmaster General in the Hatch 
case brings out the fact that although Mrs. Nancy Hatch 
Herbert and her medical witness, Dr. Enlind, both testified that 
they used the “cream” yet “Despite this fact, when they took 
the witness stand, it was evident they were both considerably 
overweight.” 

On the recommendation of the Acting Solicitor who had 
studied the evidence and was convinced of the fraudulence of the 
scheme the Postmaster General on July 11, 1938, issued a fraud- 
order debarring from the mails “Youthful Face and Figure, 
Inc.,” and “Nancy Hatch” and their officers and agents as such. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


HEADACHE AFTER SPINAL ANESTHESIA 
To the Editor:—Headache is a not infrequent complication following 
spinal anesthesia. Can you enlighten me as to the present consensus con- 
cerning the etiology and treatment ©. this condition? 
M.D., Pennsylvania. 


ANswer.—According to Pelouse (Postspinal Anesthetic Head- 
ache, Illinois M. J. 67:372 [April] 1935) headache may be 
expected in from 15 to 25 per cent of cases after diagnostic 
spinal punctures and in only about 3 per cent after spinal anes- 
thesia, if the careful, present day technic is used. The headache 
seems to be the result of prolonged seepage of spinal fluid from 
the puncture wound in the dura and arachnoid. Other factors, 
such as sex, weight, temperament, amount of fluid withdrawn, 
difficulty of inserting the needle, the presence or absence of 
fresh blood in the fluid withdrawn, the position of the patient 
during puncture, the pressure of fluid and the drug used, are 
not the causes of headache. Two types of headache are cited: 
type A, that caused by decrease of cerebrospinal fluid, and 
type B, that caused by increase of fluid. With loss of fluid the 
brain rests uncushioned on the venous plexu; at the base of 
the skull, causing venous congestion and a resulting headache. 
One author suggested that the formation of fluid is speeded up 
during seepage and, when the hole finally closes, excess secre- 
tion continues for a time, causing increased cerebrospinal pres- 
sure and headache. Headache of type B, caused by increased 
fluid, is usually ascribed to a mild meningitis. In cases of 
headache of type A, lumbar puncture shows decreased fluid 
pressure and a decreased value for globulin and decreased cell 
count. In cases of headache of type B, a puncture will show 
increased fluid pressure with an increased amount of globulin 
and an increased cell count. Type A headaches are relieved by 
lowering the head, and usually no sedative will relieve them 
sufficiently for the patient to be erect and work. Type B head- 
aches are not relieved by lowering the head but are relieved 
by drugs. Besides position, headaches of type A are best treated 
by quiet, sedatives, forcing of fluids by mouth, intravenous 
administration of hypotonic saline solution, ephedrine and solu- 
tion of posterior pituitary. Some investigators advocate intra- 
spinal administration of physiologic solution of sodium chloride 
or 1 per cent dextrose solution, the latter giving more lasting 
benefit. Treatment of headaches of type B demands sedatives, 
recumbency, limited amounts of fluids, diuretics, cathartics and 
repeated lumbar punctures. 

One of the kindest things one can do fof a patient who has 
headache after lumbar puncture is to assure him that the head- 
ache will not be permanent. The patient often becomes so 
alarmed that the headache is aggravated by his worry. It is 
probable that headache would occur after lumbar puncture in 
many cases were it not for the fact that the patient’s head is 
not raised until two or three weeks after the operation. In 
general the incidence of headache of this type probably is not 
less than 5 per cent. Headache after lumbar puncture usually 
may be considered a contraindication to the subsequent use of 
spinal anesthesia. 


PSORIASIS AND ALLERGY 


To the Editor:—A married woman aged 37 has had psoriasis badly for at 
least twenty years. The lesions were especially severe under the breasts, 
causing her a great deal of discomfort. She had treatments, including 
x-rays by a competent dermatologist, which eased the condition slightly 
but not much. She also has had hay fever due to ragweed sensitivity. 
This past season I induced her to try some ragweed pollen desensitization 
treatment. I followed the usual course of immunization using Squibb’s 
pollen extract and after about the fifth injection she noticed that her 
psoriasis was improved and after the tenth injection it has entirely dis- 
appeared and has not recurred as yet. As a rule the lesions would be 
much worse at this time of year, when her hay fever was worse, although 
she has the psoriasis all the year round. Could there be any connection 
between the psoriasis and the ragweed sensitivity? I would appreciate 
any information as to the possible mechanism of the effect of the ragweed 
pollen extract on the psoriasis. 

Ernest P. Smitu, M.D., Cohocton, N. Y. 


Answer.—The relationship between psoriasis and such aller- 
gic conditions as hay fever has been considered by many workers. 
The fact that this patient’s psoriasis cleared up during a course 
of injections of pollen extract does not, of course, prove that 
psoriasis is an allergic condition. Several possibilities exist. 


our. A. M. A. 
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First, spontaneous remission may have occurred. Second, pollen 
extracts, which contain protein, may have acted nonspecifically ; 
many cases of psoriasis have been temporarily relieved by such 
nonspecific protein therapy as injections of boiled milk. The 
third possibility is that psoriasis may actually be an allergic 
disease. The tact that most patients with psoriasis improve in 
the summer, especially after exposure to sunlight, speaks against 
any relationship to pollen, which, of course, is prevalent only 
in warm weather. This does not prove that psoriasis may not 
be related to some nonpollen form of allergy. 

Zeidler (Wien, med. Wchnschr. 81:877 [June 27] 1931) found 
that some patients with psoriasis and hay fever had relief from 
their cutaneous condition by injections of pollen extract. He 
showed that normal persons give uniformly negative reactions 
to pollen extracts; patients with psoriasis frequently give posi- 
tive tests for pollens ; clinically 22 per cent of his psoriatic 
patients had nasal symptoms typical of hay fever or rhinitis. 

Brock (Miinchen, med. Wcehnschr, 77:2225 [Dec. 26] 1930) 
believes that asthma, gout and Psoriasis are often associated and 
calls the triad “visceral gout.” He found that treatment for 
gout brought on improvement in the asthma and psoriasis. 

Mienicki and Ryll-Nardzewski (Dermat. Wchnschr. 97:1685 
[Dec. 2] 1933) believe that psoriasis is allergic and report that 
patients with psoriasis react with anaphylactoid shock to intra- 
cutaneous injections of an antigen. They used dmelcos vaccine 
and cultures of Staphylococcus aureus and had positive reactions 
in one third of the cases. 

From a study of the literature no definite conclusions can be 
made at the present time ; it would seem that the burden of proof 
rests on those who are attempting to put psoriasis in the group 
of allergic conditions. 


PNEUMOCOCCUS ANTIGEN IN CCC CAMPS— 
SULFAPYRIDINE IN PNEUMONIA 
To the Editor:—1, Will you please tell me what the results of army 
antipneumonia vaccine are, which I understand has been used in the CCC 
camps for some time. 2. Also have you any reports on the use of a 
sulfanilamide derivative in the treatment of pneumonia? 
Tuomas J. West, M.D., Pasadena, Calif. 


ANSWER. —1. The results of experiments using a pneumococcus 
antigen in CCC camps during the winter of 1936-1937 have 
recently been published (Ekwurzel, G. M.; Simmons, J. 
Dublin, L. L, and Felton, L. D.: VIII. R pet Brook Field Tests 
to Determine the Prophylactic Value of a cus Vac 
cine, Pub. Health Rep. 53:1877, 1891 and "1892. [Oct, 1938). 
The report conciudes : 

“(a). . . Thus the findings of the 1936-37 experiments 
are consistent with the impressions gained from the other pre- 
liminary experiments. Taking all the experiments together, it 
appears that this or a similar antigen may prove to a usef 
tool for the control of pneumonia incidence. However, this 
statement must be qualified by the two considerations set fo 
under b and c below. It should be sc eagprages incidentally, 
that there were too few deaths upon which t se any con- 
clusions regarding the effect of the antigen on "the case fatality 
from pneumonia. 

“(b) The present experiments provide no indication as to the 
length of time for which the inoculations of antigen may influ- 
ence the pneumonia morbidity rates. . 

“(c) There is some indication that the antigen may be most 
effective for adolescents and that it loses its effectiveness with 
advancing age. It was found in the New England camps that, 
at ages under 20, the pneumonia incidence rate in the control 
group was 2.7 times that in the inoculated group; at ages 20 
to 24, the ratio was 1.4; and at ages 25 to 49, the inoculated 
enrollees actually experienced a higher rate than the control 


group. 
It is safe to accept the conclusion that “the results of the 
senges surveys indicate the need for additional investigations. 


2. The sulfanilamide Pccgpinac referred to is probably 2-(p- 
ridine, for which the Council on 
Pharmacy and Chemistry has coined the name sulfapyridine (see 
page 49, this issue) ; the product was introduced also under the 
watortanats names Dagenan and M & B 693. Whitby (Chemo- 
therapy of Pneumococcal and Other Infections, Lancet 1:1210- 
1212 May 28] 1938) reported on experiments in mice. If one 
were to apply strictly the mouse experiments of Whitby a man 
of average weight would have to be given 90 Gm. of sulfapyri- 
dine a day for six days. However, by giving from 1 to 1.5 Gm. 
of sulfapyridine six times a day by mouth, concentrations as 
high as 6 or 8 mg. per hundred cubic centimeters have been 
obtained in the blood. The report | of Evans and Gaisford 
(Treatment of Pneumonia with 2-[p-A 
Pyridine, Lancet 2:14 [July 2] 1938) is unconvincing becaus 

their cases were not typed nor otherwise adequately classified. 
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The apparently favorable effect may have been due to chance in 
sampling, and one group may have contained many more older 
a and the other more patients with less virulent types. 

“Pneumococcal Septicemia” by Dyke (Lancet 2:621 (Sept. 10] 
1938) the type was undetermined; it was not pneumococcus I, 
II, II or VII. Dyke and Reid (Treatment of Lobar Pneumonia 
with M & B 693, Lancet 2:1157 [Nov. 19] 1938) reported eight 
cases of patients of various ages and with various types of the 
disease; in some the type was not determined. Flippin and 
Pepper reported two cases in young men with pneumococcus 
type I and pneumococcus type VIII (The Use of 2-[p-Amino- 
Am. J. M. Sc. 196:509 [Oct.] 1938). 

Since its introduction, too y Hai a time has elapsed for ade- 
quate study, and at the present time there is no conclusive 
evidence that sulfapyridine is of value in the treatment of the 
pneumonias in man, though informal reports made so far indicate 
encouraging results. 

Every one agrees that different pneumococci produce pneu- 
monias with characteristic mortality rates. It is poor medicine 
to compare two groups of 100 cases of acute pulmonary inflam- 
mation or pneumonia without reference to the type of pneumo- 
coccus, if it is the cause, or the other factors which determine 
the fatality rate. 

To reach a conclusion concerning the value of this or other 
therapy for pneumonia, one must learn whether among the 
patients who receive the treatment more lives are saved and 
whether there is less bacteremia and fewer complications than 
among those from whom it is withheld. So far the product has 
not been licensed by the Federal Food and Drug Administration 
for sale in interstate commerce. 

The advisory committee on pneumonia control of the New 
York State Department of Health believes that the evidence of 
the safety and therapeutic value of sulfapyridine in the treat- 
ment of any of the various types of pneumococcic pneumonia is 
at the present time inconclusive. According to a resolution 
adopted by the committee at a meeting December 16, the com- 
mittee further believes that the distribution of this drug should 
be =estricted to experimental centers having facilities for careful 
study of toxicity and therapeutic efficiency until adequate evi- 
dence of the safety of the use of the drug and its therapeutic 
efficiency has been obtained. Members of the advisory com- 
mittee are Drs. Russell L. Cecil, New York, chairman; Donald 
B. Armstrong, Peter Irving and Ralph S. Muckenfuss, New 
York; Rufus I. Cole, Mount Kisco; Thomas P. Farmer, Oliver 
W. H. Mitchell, Syracuse ; Clayton Ww. Greene, Buffalo; George 
M. Mackenzie, "Cooperstown : William S. McCann, Rochester ; 
George H. Ramsey, White Plains, and Augustus B. Wadsworth 
and Arthur W. Wright, Albany. 


DRIED PITUITARY SNUFF FOR PEPTIC ULCER 
To the Editor:—A large number of people in this locality have read 
the press reports from the doctors of the University of Texas in the 
treatment of peptic ulcers with the snuff cure (pituitary glands). It 
appears from the press report that about 90 per cent of the patients or, 
in other words, of the sixty patients who have used the snuff fifty-four 
have been relieved, and the x-ray examinations showed no evidence of 
a peptic ulcer. Is this publicity authentic? 
J. S. Cottins, M.D., Wabasha, Minn. 
To the Editor:—Have you any information about the use of posterior 
pituitary substance in powder form intranasally in the treatment of peptic 
ulcer? Where can it be obtained? 
Jane Locxwoop, M.D., Greenwich, Conn. 
To the Editor:—Will you please send me some information about an 
article appearing in Time by M. Hill Metz, M.D., and Robert W. 
Lackey, Ph.D., from Baylor University on the use of ground dried 
pituitary to snuff in treatment of ulcer? All the ulcer patients in town 
must have read it. Is its value proved? 
Joun L. Suttivan, M.D., Elyria, Ohio. 


ANsweER.—Drs. Metz and Lackey of Baylor University 
reported a method of treatment of peptic ulcer by inhalation of 
the dried powder of posterior pituitary extract. This powder 
was sprayed on the nasal mucous membranes of patients defi- 
nitely diagnosed with ulcer and they noted improvement in a 
c-rtain number of cases. They also gave subcutaneous injection 
of the extract. Posterior pituitary extract is of known value in 
diabetes insipidus. They noted that a number of their ulcer- 

ring patients have an increased urinary output with an 
increased night volume of low specific gravity, however, to a 
lesser extent than in diabetes insipidus. These urinary symp- 
toms disappeared when treatment with posterior pituitary extract 
as outlined was given, and in addition there was relief from the 
ulcer symptoms. In a group of forty-two patients marked relief 
was noted in from one to eight days. Seven patients with 
chronic lesions continued to have slight symptoms after one 
month, The mode of action is not known. Fluoroscopic exami- 
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nation revealed a decrease in tone in the entire viscus and a 
reduction in spasm and motility. Therefore the stomach empties 
more slowly. This work is still on an experimental basis and 
cannot be suggested as an approved method of therapy today. 
The articles by Metz and Lackey appeared in the Dallas Medical 
Journal 24:46 (April) 1938 and the Texas State Medical 
Journal 34:214 (July), 295 (Aug.) 1938. 


TREATMENT OF SONNE DYSENTERY 

To the Editer:—A white man aged 27 gives a four months history of 
recurrent fever, general aching, cramps of the bowel and frequent loose 
slightly blood tinged stools. He has worked except for short periods of 
illness but has not felt well any of the time. The laboratory reported 
isolation of B. dysenteriae Sonne. Other routine and special tests were 
negative. I am unable to locate specific serum. Facilities make autog- 
enous serum practically impossible. Can I obtain the specific serum 
anywhere? Will an autogenous vaccine effect a cure when used in con- 
junction with local therapy? Is there any report of the use of sulfanil- 
amide in the treatment of the dysenteric group? M.D. New York. 


ANswer.—There is no Sonne specific antidysenteric serum 
manufactured. A polyvalent serum that contains Sonne strain 
antibodies is obtainable from Sharp and Dohme in 20 and 50 cc. 
ampules and is for intravenous use. Sensi.‘vity to horse serum 
should be ruled out before the treatment is undertaken and, if 
it is required, desensitization should besperformed. The serum 
should be given daily intravenously the dosage being increased 
from 10 to 50 cc. daily. Thereafter subcutaneous injection of 
all autogenous vaccine of 1,000 million organisms per cubic 
centimeter should be started. The initial dose of 0.05 ce. is 
increased by that amount three times a week for three weeks. 
Thereafter biweekly or weekly injections with a maximum 
dosage of 1 cc. should be given. During the course of the treat- 
ment the causative organism may disappear from the stool 
aithough some bowel symptoms may persist. The treatment 
must be followed out until all symptoms have disappeared com- 
pletely. Favorable case reports in which sulfanilamide has been 
used have not been found. 


REFRACTORY GONORRHEAL VAGINITIS IN 
YOUNG GIRL 

To the Editor :—A girl, aged 10 years, had gonorrheal vaginitis with a 
moderate discharge in April 1938. The treatment has been as follows: 
1. From April 28 to May 30, ten injections of 2,000 units of theelin; 
clinical improvement followed but smears were positive. 2. From May 
30 to June 29, 50 grains (3.25 Gm.) of sulfanilamide the first and second 
days, 40 grains (2.6 Gm.) from the third to the seventh day and 30 
grains (2 Gm.) from the eighth to the twenty-first day. The sulfanilamide 
had to be discontinued for a few days because of fever. 3. From June 30 
to August 20, theelin suppositories, 2,000 units (thirty). 4. From 
August 20 to October 11, 2 per cent mild protein silver instilled into the 
vagina nightly. In spite of this treatment, smears continue to show 
gram-negative and a few gram-positive diplococci but practically no pus 
cells. Clinically there is only slight redness. A few years ago a sister, 
three years older, had the disease, but smears are continually negative for 
her. She was treated among other things, the parents state, with phenyl- 
mercuric nitrate. What strength should be used? The source of infection 
seems to be at school. What is your recommendation for further treat- 
ment? Is it apt to be contagious now! M.D., Indiana. 


ANSWER.—It must first be decided whether the present status 
indicates a persisting gonorrheal infection or whether it is due 
to chemical irritation from too much treatment. “Gram-negative 
diplococci” are not necessarily gonococci. The accepted standard 
for a positive diagnosis is the finding of more than ten typical 
gram-negative diplococci intracellularly in the same slide, and 
two or more within the same cell. 

If a positive diagnosis has been made by this standard, the 
treatment at this stage consists in eradicating the focus respon- 
sible for the persistence of the infection. To eliminate an 
exogenous focus the entire family, male and female, must be 
examined for gonorrhea. Reinfection in the school can be 
avoided by the use of underclothing or bloomers which protect 
the vulva adequately, and by avoiding contact of the vulva with 
toilet seats. Endogenous foci are usually found in the urethra, 
rectum or cervix by means of local inspection and smears taken 
from these locations. Gonorrheal proctitis and urethritis usually 
respond to locally applied protein silver compounds. Examina- 
tion of the cervix is not difficult through a lighted No, 30 endo- 
scope. Cervical erosions or granulations often indicate active 
infection and respond to several applications of 5 per cent silver 
nitrate. 

If no foci are found, complete cessation of treatment is indi- 
cated because of the probability that the persistence of the infec- 
tion, either specific or nonspecific, is due to overtreatment. 
Strenuous activity should be avoided during this rest period, 
If after six weeks the smears are still positive, the most hopeful 
treatment is the instillation of protein silver in a water soluble 
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base, such as tragacanth or gelatin. The technic of this treat- 
ment is described by Reichert, Epstein, Jung and Colwell in 
the American Journal of Diseases of Children (§4:459 [Sept.] 
1937). Phenylmercuric nitrate ointment 1: 1,500 occasionally 
gives good results. It produces a local irritation in about 2 per 
cent of the cases. As long as gonococci are present in the 
smears, the condition should be considered to be contagious. 

t must remembered that gonorrheal genital infection in 
girls subsides spontaneously at an early stage of puberty. 


PAROXYSMAL TACHYCARDIA 

To the Editor:—A youth aged 18 had an attack of paroxysmal tachy- 
cardia while playing football. He had never had any illness prior to this 
attack and as far as he knew was in good physical condition. The dura- 
tion of the attack was 219 hours. Normal rhythm was resumed sud- 
denly. What is the longest record for the duration of an attack of 
paroxysmal tachycardia? Diagnosis was made by five electrocardiographic 
tracings. Any information as to the average duration of these attacks 
will be appreciated, for this is the longest one I have any knowledge of. 
The patient was given about 25 grains (1.6 Gm.) of digitalis the first two 
days, as it was thought to be auricular flutter; then he was given small 
doses of quinidine by mouth. Six days before normal rhythm was estab- 
lished he was given 40 grains (2.6 Gm.) of quinidine in twenty-four hours 
and the following day he was given 50 grains (3.25 Gm.) with no effect. 
Two days following he did not get any quinidine and thirty-six hours 
before normal rhythm returned he was given 5 grains (0.3 Gm.) of 
quinidine every hour. M.D., Georgia. 


ANSWER.—The average duration of attacks of paroxysmal 
tachycardia would probably be measured in minutes, although 
it has never been calculated. It is highly probable that many 
cases of extremely short duration are never seen by physicians 
and this would, of course, materially affect any calculation of 
the average duration. It is usually expressed as varying from 
a few seconds to a few hours. Only rarely do attacks last longer 
than from ten to fourteen days. There are two cases on record 
which in their later years were electrocardiographically char- 
acteristic, which lasted fifteen and forty- three years, respectively. 
The propriety of the word “paroxysmal” was properly questioned 
by the authors who discussed these cases, but in one of them a 
transient reversion to a normal rhythm occurred aiter a coro- 
nary occlusion. A few attacks with durations measured in 
months are aaeded in the literature. 


CELLULITIS OF FACE 
To the Editor:—I would appreciate information on the use of roentgen 
therapy in acute cellulitis of the face, particularly in the “‘butterfly area.”’ 
Is this method of treatment desirable in preference to incision and drain- 
age? A recent case in which there was edema of one entire half of the 
face complicating an initial acute cellulitis has prompted this inquiry. 
Joun M. M.D., Port Neches. Texas. 


ANSWER.—It is the consensus at present that furuncles and 
cellulitis of the upper lip, nose and middle portion of the face 
should be treated conservatively. Ayres published the replies 
to a questionnaire sent to surgeons and dermatologists. The 
majority believed that incisions and manipulation were to 
discouraged. The use of moderate doses of x-rays in these cases 
is often distinctly helpful and at times causes a speeay involu- 
tion of furuncles and carbuncles. For technic and methods see 
“X-Rays and Radium in Diseases of the Skin,” by G. 
MacKee, Philadelphia, Lea & Febiger, 1938. Pertinent material 
to this discussion is contained in an answer to a previous query 
(Face Infections and Int: acranial Complications, THe JourNAL, 
Sept. 24, 1938, p. 1231). 


COLOSTOMY 
To the Editor:—What percentage of colostomies close up and what 
percentage remain as a fistula? 
T. J. H. Gorrett, M.D., Chicago Heights, II. 


Answer.—A well performed colostomy will remain open until 
it is closed. The exception would be a cecostomy in which a 
tube was inserted into the bowel to decompress it in acute 
obstruction; after removal of the tube such a colostomy will 
usually close. In the performance of a permanent colostomy 
the bowel is brought outside the abdomen so that the mesenteric 
border of the bowel between the afferent and the efferent loop 
forms a support which diverts the fecal stream outward and 
prevents it entering the distal loop. This type of colostomy will 
remain permanently open. 


BITTER SKIN FROM RUBBING ALCOHOL 
To the Editor;—The answer to the question of M.D., Ohio, regarding 
bitter skin from drugs (THE Journat, Oct. 29, 1938, p. 1684) may be 
found from the use of rubbing alcohol for and following the bath. This 
preparation leaves a persistent and hitter taste which resists even ordinary 
soap and water. Joun V. Barrow, M.D., Los Angeles. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS 


STATE AND TERRITORIAL BOARDS 
MA: poo June 20-22. Sec., Dr. J. N. Baker, 517 
Montgomer 


j LASKA: Juneau, March 2. Sec., Dr. W. W. Council, Box 561, 
uneau. 
Arkansas: Medical (Regular). Sec., Sta 


Little Rock, 8-9. 

Medical Board of the Arkansas Medical Society, L. J. Kosininsky, 

317 State Line, Texarkana. Medical (Eclectic). Little Rock, June 8-9. 
Dr. Clarence H. Young, 1415 Main St., Little Rock. 

CALIFORNIA: Witten examinations. os Angeles, Feb. 6-9, San 
Pennsleee, July 10-13, and Sacramento, Oct. 16-19. Oral examinations 
(required when reciprocity application is based on a state certificate or 
license issued ten or more years before filing application in California). 
Los Angeles, Jan. 25, San Francisco, March 22, Los Angeles, August 7, 
and San Francisco, Nov. 15. Dr. Charles B. Pinkham, 420 State 
Office Bldg., Sacramento. 

Connecticut: Basic Science. New Haven, Feb. 11. Prerequisite to 
license examination. Address State Board of Healing Arts, 1895 Yale 
Station, New Haven. Medical (Re agg * Hartford, March 14-15. 
Endorsement. Hartford, March 28. r. Thomas P. Murdock, 147 
W. Main St., Meriden. Medical (Homeopathic). Derby. . March 14. 
Sec., Dr. Joseph H. mig 1488 Chapel St., New Haven 

: Dover, July 1 . Sec, — Council of Delaware, 
Dr. Joseph McDaniel, 229 State St., 

DistRICT OF CoLuMBIA: Washington, Jan n. Sec., Commission on 
Licensure, Dr. George C. Ruhland, 203 District Bidg. Washin ngton 

FLORIDA: ee June 19-20, Sec., Dr. William M. Rowlett, 
Box 786, Tam 

GEORGIA: "Avanta, June. Joint-Sec., State Examining Boards, Mr. 
R. C. Coleman, 111 State =: a Atlanta. 

Alt: Honolulu, Jan. 9-12. ’Sec., Dr. James A. Morgan, 48 Young 


Haw 
Bie. 
AHO: — 4-7 Bureau of “ts ay License, Mr. 
D. B. m, 355, _Siate Capitol Bldg., Boi 

ILLINOIS: Chicago, Jan, 24-2 Superintendent of 

ment of Registration and Education, Mr. Hom Byrd, Springfiel 
Inp1IANA: Indianapolis, June 20-22. Sec., Board of Medical Registra- 
tion and Examination, Dr. Bowers, 301 State House, Indianapolis. 
Iowa: asic Science. Des Moines, Jan. 10. Dir., Division of 
Licensure and Registration, Mr. H. W. Gre e, Capitol Bldg., Des Pa 


AINE: Portland, March 14-15. Sec., Board of Registration of 
cine, Dr. Adam P. Leighton, 192 State St., Portlan 
MASSACHUSETTS: Boston, March 14-16. Sec., d of 
in Medicine, Dr. Stephen Rushmore, 413-F State House, 
1cH1Gan: Ann Arbor and Detroit, June 14-16. Sec., Board of Regis- 
tration in Medicine, Dr. J. Earl Melntyre, 100 W. Allegan St., Lansing. 
MINNESOTA: Minneapolis, Jan. 17-19. Sec., Dr. Julian F. DuBois, 


350 St. Peter St., St. Pau 


MONTANA: Helena, April 4-5. Sec., Dr. S. A. Cooney, 216 Power 
Block, Helena 
NEBRASKA: Basic Science. Omaha, Jan. 10-11. Dir., Bureau of 


Examining Boards, Mrs. Clark Perkins, tate House, Lincoln 
EVADA: Reciprocity and oral examination. Carson City, Feb. 6. Sec. * 
Dr. so E. Worden, Capitol Bldg., Carson City. 
w Hampsutre: Concord, March 9-10. Sec., Board of Registration 
in Medicine, Dr. E. Clow, State House, Concord. 
Trenton, June 20-21. Sec., Dr. Earl S. Hallinger, 28 


enton. 
Santa Fe, April. 


ew Mexico Sec., Dr. Le Grand Ward, 135 Sena 
Plaza, Santa Fe. 
ew York: Albany, Buffalo, New York and syracuse, Jan. 23-26. 


Chief, Bureau of Pro essional Examinations, Mr. Herbert J. Hamilton, 
315 Education Bldg., Albany. 
ORTH CAROLINA: Raleigh, June 19. Sec., Dr. 
The Hospital, Hamlet. 
OrREGO a ern. Portland, Feb. 25, Corvallis, July 8, and 
Portland, “Oct. State Board of Higher Education, Mr. Charles 


D. Byrne, Oregon, Eugene 
sare Sec., Dr. O. Costa Mandry, 


Puerto Rico: an Juan, 
De of Health, San Jua 

< Director of Medical Licensure, 
of Health, Pierre. 
14, 


William D. James, 


Dakota: Pierre, Jan. 17-18. 
A. Dyar, State Boar 


ont: Burlington, Feb. Sec., Board of Medical Registration, 
Dr. W. Scott Nay, Underhill. 
Wasuincton: Seattle, Jan. 9-11. Dir., Department of Licenses, Mr. 


Harry C. Huse, Cun, 
West Vireinta: Charleston, March 6-8. Tate Public Health Council, 
Dr. Arthur E. McClue, State sae Charles 
Layton Blv ilwau 
Wyominc: Cheyenne, Feb. 6. Sec., Dr. G. M. Anderson, Capitol 
Bldg., Cheyenne. 


NATIONAL BOARD OF MEDICAL EXAMINERS 
SPECIAL BOARDS 


Examinations of the National Board of Medical Examiners and Special 
Boards were published in Tue Journat, December 31, page 2510. 


Georgia October Examination 

Mr. R. C. Coleman, joint-secretary, State Examining Boards, 
reports the written examination held by the Georgia State 
Board of Medical Examiners at Atlanta, Oct. 11-12, 1938. 
The examination covered ten subjects and included 100 ques- 
tions. An average of 80 per cent was required to pass. Five 
candidates were examined, all of whom passed. The following 
schools were represented : 


School PASSED 
Emory University School of Medici 
Tulane University of Louisiana School of Medicine 
Harvard University Medical 
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Grad. 

938, 3) 

(1938) 

(1936) 
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Connecticut Homeopathic Report 

Dr. Joseph H. Evans, secretary, Connecticut Homeopathic 
Medical Examining Board, reports the written examination 
held at Derby, July 12, 1938. The examination covered seven 
subjects and included seventy questions. An average of 75 per 
cent was required to pass. One candidate was examined and 
passed. Two physicians were certified for endorsement after 
an oral examination. The following schools were represented : 


School PASSED 
New York Medical College and Flower Hospital....... (1937) 78.9 
School PASSED Redorsqment 


5 York Homeopathic Medical College and Flower 
New York 
Delaware 


Sahnomnen Med. College and Hospital of Philadelphia (1921)* 
*License has’ not been issued. 


Connecticut July Examinations 

Dr. Thomas P. Murdock, secretary, Connecticut Medical 
Examining Board, reports the written examination held at 
Hartford, July 12-13, 1938. The examination covered nine 
subjects and included seventy questions. An average of 75 per 
cent was required to pass. Forty-two candidates were exam- 
ined, thirty-one of whom passed and eleven failed. The fol- 
lowing schools were represented: 


Year Per 

School Grad. Cent 

a WE University School of Medicine............. (1937) 75,* 
6.4, 

Loyola University School of Medicine...............05 (1937) 76.3 

Northwestern University Medical School............... (1938) 76.2 


University of Maryland School of Medicine and College 
0 n 


Harvard University Medical School...... (1935) 79.4, (1936) 76.4, 77.8 
Tufts College Medical School....... (1937) 79.6, 83.6,* 
Cornell University Medical College................... 1938 79.4 
New York University College of Medicine, . (1937) 75, 84.3 
Jefferson Medical. C wir of “Philade eee (1936) 75, 

(1937) 75, 77.6,* (1938) 75* 
Temple University School of Medicine................ (1937) 79.6 
Vermont College of Medicine vé (1937) 75.8, 
4.4 
Faculty of Medicine.......... (1937) 75 
niversity of Toronto Faculty of Medicine............ (1930) 75.5 
Medizinische Fakultét der Universitat Wien.......... (1932) 75 
Friedrich-Wilhelms-Universitat Medizinische Fakultat 
Regia Studi di Roma. Facolta di Medi- 
says Universita “di Napoli Facolta di Medicina e Chir- 
FAILED Year 
School Grad. 
St. Louis University School of Medicine.................-0005 (1937) 
Creighton University School of ch (1937) 
Université de Paris Faculté de Médecine..................0.. 1926) 
-Wilhelms- Universitat Medizinische Fakultat, Berlin... .(1922), 
Ludwig- Maximilians-Universitat Fakultat, Miinchen. 1388) 
Universitat Rostock Medizinische Fakultat.................... (1936) 
National University of Athens School of Medicine (1930) 
Re Bae _— degli Studi di Padova. Facolta di Medicina e 

Regia ‘Universita di Napoli Facolta di Medicina e Chirurgia..... (1936) 
Osteopatht 


Twenty-eight physicians were successful in the oral examina- 
tion held for endorsement applicants at Hartford, July 26. The 
following schools were represented: 


Year 
Stanford of Medicine............. (1929)N. B. M. Ex. 
Yale Univ. School of ni934). (1936), (1936),* (1937, 2)N. B. M. Ex. 
Georgetown io me Be School of Medicine........... (1935)N. B. M. Ex. 
Harvard University Medical . B. M. Ex. 
Tufts College Medical 2)N. B. M. Ex. 


), (i934) N ew "(1936)N. B. M. Ex. 
Cornell Medival (1909) New York, 
(1934, 2), (1935) N. B. M. Ex. 
Long Island College (1996) New Jersey 
Syracuse University College of Medicine............. (1934) ew Yor 
University of Rochester School of Medicine......... (1935) New York 
University of Oregon Medical School................ (1935) California 
University of Pennsylvania School of Medicine....... (1934) N. B. M. Ex. 
Woman’s Medical College of Pennsylvania........... (1922)N. B. M. Ex. 
Medical College of es (1930) Virginia 
Marquette University School of Medicine......... (1938) N. B. M. Ex. 
University of Toronto Faculty of Medicine.......... (1932)* New York 
National University of Ireland............-.0e.005- (1923) New Jersey 


*License has not been issued. 
+ Examined in surgery. 


NOTICES 


Book Notices 


The Chemistry of the Amino Acids and Proteins. Edited by Carl L. A. 
Schmidt, M.S., Ph.D., Professor of Biochemistry, University of California, 
San Francisco. Cloth. Price, $7.50. Pp. 1,031, with 259 illustrations. 
Springfield, Illinois & Baltimore: Charles C. Thomas, 1938. 

It is a surprising fact, considering the important part which 
proteins play in all types of biologic phenomena, that there are 
so few books, especially in English, dealing with this important 
class of substances. One reason for this lack of satisfactory © 
books on the subject is undoubtedly that most of the work on 
the physicochemical properties of amino acids and proteins, 
which forms the basis for modern protein chemistry, has been 
done within the last twenty years. Another reason is that the 
subject is so vast, and is developing so rapidly, that there are 
few persons competent to handle it adequately. In this volume 
the latter difficulty has been surmounted by dividing the work 
among sixteen contributors whose scientific interests lie in the 
field of amino acids and proteins. The book contains eighteen 
chapters, many of which are further subdivided into numerous 
sections. The broad scope of the work may perhaps be best 
indicated by listing the chapter headings, as follows: historical ; 
the constitution and synthesis of the amino acids; the isolation 
of the amino acids from proteins ; methods of analysis and reac- 
tions of the amino acids and proteins ; relation of the amino acids 
to products of biochemical importance; peptides, peptidases and 
diketopiperazines; the chemical constitution of the proteins; 
molecular weights of the proteins; certain chemical and physical 
characteristics of the proteins; optical properties of amino acids 
and proteins ; amphoteric properties of amino acids and proteins ; 
electrochemistry of amino acids and proteins; combination of 
amino acids and proteins with acids, bases, heavy metals and 
other compounds ; membrane equilibriums ; some thermodynami- 
cal considerations of amino acids, peptides and related sub- 
stances; dipolar ionic structure and solubility of amino acids, 
peptides and proteins; relation of proteins to immunity; the role 
of proteins in nutrition. As indicated by these chapter head- 
ings, the book covers almost all of the main divisions of protein 
chemistry. The subject matter, as well as the extensive bibliog- 
raphies at the end of each section, should be of great value in 
stimulating further work in this important field. This volume 
will be found interesting and useful not only by students of 
protein chemistry but by all others interested in obtaining a 
better understanding of the part played by amino acids and 
proteins in life processes. 


Krankheiten und Hygiene der warmen Lander: Ein Lehrbuch fiir die 
Praxis. Von Prof. Dr. P. Mihlens, Prof. Dr. E. Nauck, Doz. Dr. H. 
Vogel und Flottenarzt Prof. Dr. H. Ruge. Fourth edition. Paper. Price, 
43 marks. Pp. 564, with 438 illustrations. Leipzig: Georg Thieme, 1938. 

This revised and enlarged edition of the standard German 
manual on tropical! medicine and hygiene is especially welcomed, 
since the third edition (1930) has long been out of print. It 
also constitutes a posthumous tribute to Professor Reinhold 
Ruge, who died in 1936 during the preparation of the new edi- 
tion. Drs. Nauck and Vogel are new collaborators, whose 
original contributions respectively in tropical pathology and 
helminthology entitle them to write with considerable authority. 
Prof. Erich Martini has taken over the sections on venomous 
animals and arthropods. 

The volume is divided into nine sections in addition to a 
preliminary chapter on tropical hygiene and one on examination 
ot the blood, both of which were written by Professor Ruge. 
Section I is entitled “Infektionskrankheiten” and contains a long 
chapter on malaria (Miihlens, Nauck) and shorter chapters on 
diseases due to trypanosomes (Ruge), leishmaniasis (Miihlens), 
amebic dysentery (Miihlens), spirochetosis (Miihlens) and virus 
diseases, Rickettsia infections and Bartonella infections (Nauck). 
Section II deals with deficiency diseases (Nauck) and section III 
with bacterial infections (Ruge). Section IV presents the sub- 
ject of helminthiasis (Vogel) and diseases caused by arthropods 
(Maftini). Section V is devoted to a consideration of derma- 
tology and venereal diseases (Ruge). Section VI presents 
information on venenation due to animals (Martini) and to 
plants (Ruge). Section VII presents other tropical diseases 
(Ruge), section VIII, surgery in the tropics and section IX, 
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distribution of the principal cosmopolitan diseases in the tropics 
(Ruge). There is a rather complete subject index but an author 
index is lacking. 

The chapter on tropical hygiene is a well balanced, compact 
consideration of the essential extrinsic and intrinsic factors 
governing man’s well being in tropical lands. The chapter on 
blood is a brief syllabus on the origin and differential characters 
of the blood cells, preparation of blood for total and differential 
counts, hemoglobin index, hemoglobin mass and other laboratory 
analyses. 

In the chapter on malaria Professor Mihlens describes in 
considerable detail the human and mosquito phases of the life 
cycle, including information on the structure and habits of the 
more important malaria transmitters. Epidemiology and patho- 
logic anatomy of the disease are briefly presented and the 
symptomatology and diagnosis technics authoritatively reviewed. 
In the extensive consideration of therapeusis there is detailed 
information on the administration of quinine, plasmochin and 
atabrine, together with their respective efficiencies in tertian, 
quartan and estivo-autumnal malaria. Therapeutic prophylaxis 
and symptomatic therapeusis supplement this important part of 
the chapter. The preventive phase of the subject presents espe- 
cially the problem of drainage, paris green and oil treatment of 
water as larvicidal methods, screening and educational cam- 
paigns as necessary intrinsic attacks on the parasite. Included 
in this chapter are also a comprehensive discussion of black- 
water fever and a brief consideration of malaria in the monkey. 

In similar thorough fashion, although in somewhat briefer 
form, there are considered trypanosomiasis and Chagas’ disease, 
visceral, cutaneous and mucocutaneous leishmaniasis, amebic 
dysentery with the complication of liver abscess, balantidial 
dysentery and flagellate infections of the bowel, louse-borne and 
tick-borne relapsing fever, yaws, infectious jaundice (Weil's 
disease), yellow fever, dengue, pappataci fever, typhus, Rocky 
Mountain spotted fever, Japanese fever, verruga peruviana, 
smallpox and psittacosis. 

The deficiency diseases of sprue, beriberi, pellagra and related 
clinical entities are probably given too little consideration, but 
the bacterial diseases of bacillary dysentery, undulant fever, 
cholera, tularemia and plague are adequately presented. 

The section on parasitic worms is prefaced by a few para- 
graphs on orientation and on consideration of technics for 
recovery of helminth ova. These infections include the three 
types of schistosomiasis, pulmonary distomiasis, hepatic and 
intestinal distomiasis, tapeworm infections, hookworm disease, 
ascariasis, strongyloidiasis, whipworm infection and an especially 
valuable consideration of the filarial infections and dracunculosis. 
Entirely too little space is devoted to arthropods of medical 
importance. 

In the section on cutaneous and venereal diseases of the 
tropics are to be found a full consideration of leprosy and of 
granuloma inguinale and briefer reference to the mycoses and 
the poorly understood malformation of the cutaneous, osseous 
and cartilaginous structures. Among the venenating animals 
are brief references to coelenterates, chilopods, scorpions, spiders, 
scabic mites, ticks and venomous insects, stinging fishes, and a 
more extensive treatment of poisonous snakes. In the short 
section on other tropical diseases are found tropical macrocytic 
anemia, sickle-cell anemia and tropical splenomegaly. The sec- 
tions on surgery in the tropics and cosmopolitan diseases in the 
tropics have apparently been added for the sake of completeness, 
but they detract rather than add to the value of the volume. 

In an attempt to evaluate as well known and as important a 
manual as is the present contribution from the Hamburg school, 
one is first struck with the painstaking, thorough way in which 
the subject of human diseases in the tropics has been presented 
and the accurate, authoritative information which is found in 
almost every chapter. Only in one respect is the subject as a 
whole possibly subject to criticism, namely the lack of balance 
in the presentation of the subject matter. A chapter entitled 
“Amebic Dysentery”’ would more appropriately have been 
entitled “Amebiasis,” since it includes a consideration not only 
of acute (i. e. dysenteric) cases but also of subacute, chronic and 
carrier states, as well as amebiasis of the liver and other organs. 
The volume is splendidly printed and has an abundance of 
well selected line drawings, charts, photographs and photo- 
micrographs. 
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Nutrition in Health and Disease. By Lenna F. Cooper, B.S., M.A., 
M.H.E., Chief, Department of Nutrition, Montefiore Hospital, New York 
City, Edith M. Barber, B.S., M.S., Lecturer on History of Cookery, 
Teachers College, Columbia University, New York, and Helen S, Mitchell, 
B.A., Ph.D., Research Professor of Nutrition, Home Economics Division, 
Massachusetts State College, Amherst, Massachusetts. Seventh edition. 
Cloth. Price, $3. Pp. 708, with 101 illustrations. orerst Mon- 
treal & London: J. B. Lippincott Company, 1938. 

The appearance of a seventh and greatly sella edition, 
within ten years after the original publication, bespeaks the 
popularity of this textbook on the principles of nutrition and 
practice of dietetics for nurses. The subject matter is intended 
to be covered in two courses, the one on the principles of nutri- 
tion and cookery and the other on diet in disease. Each chapter 
concludes with a list of questions the correct answers to which 
will serve as a summary and review. The last fifty pages of 
the book provide in tabular form information regarding the 
composition of foods and other useful information. There is 
also provided a concise description of procedures concerned with 
the management of diabetes, such as tests for sugar and aceto- 
acetic acid in the urine and the technic of administering insulin. 
There is no discussion of protamine zinc insulin, however. 

There are numerous illustrations and many tables throughout 
the text. A valuable feature is the large number of recipes, 
covering nearly a hundred pages and providing detailed instruc- 
tions for the preparation of small amounts of foods, usually one 
serving. Following the directions for each dish there is a table 
of ingredients. This shows the amount of each ingredient in 
terms both of common measures and of approximate weight in 
grams. The amount of protein, carbohydrate and fat that each 
ingredient provides is also listed together with the number of 
calories. The text has a suitable index. Any person who 
masters the contents of this book would have a sound knowledge 
of the principles of nutrition and dietetics. 


Sammlung _ psychiatrischer und neurologischer Einzeldarstellungen. 
Herausgegeben von Prof. Dr. A. Bostroem und Prof. Dr. J. Lange. Band 
XII: Die Psychologie und Psychopathologie der Hysterie. Von Dr. 
Robert Flinker. Paper. Price, 4.20 marks. Pp. 63. Leipzig: Georg 
Thieme, 1938. 

The author reviews the current theories of hysteria and 
points out the flaws in each. He then postulates his own 
thesis that hysteria is a disturbance of “goal oriented activity.” 
This peculiar concept is a descriptive pronouncement which 
does not further our knowledge of the dynamics of hysteria 
and its origin. His therapy consists in educational methods 
during childhood to strengthen goal seeking activity. He is 
not sure that therapy is possible for adults. 


The Chemical Analysis of Foods and Food Products. By Morris B. 
Jacobs, Ph.D., Chemist, Bureau of Food and Drugs, Department of Health, 
City of New York, 1928——-. Cloth. Price, $6. Pp. 537, with 56 illustra- 
tions. New York: D. Van Nostrand Company, Inc., 1938 

Methods of food analysis have been developed in order to 
obtain information about the composition of foods for nutritional 
and dietetic purposes, to aid in the standardization of produc- 
tion and manufacture of products, and for regulatory purposes 
to protect the people against deleterious, harmful or adulterated 
foods. This book was written to give a “systematic coverage to 
the salient facts of the chemical analysis of foods and food 
products.” There is first a discussion of general methods and 
physicochemical methods of analysis, followed by chapters on 
coloring matters, preservatives and metals in foods. There fol- 
low separate chapters on various classes of foods, including 
milk and cream, milk products, oils and fats, sugar foods and 
carbohydrates, gums, cereals, starch and other polysaccharides, 
jams, jellies and fruit, spices, flavors and condiments, non- 
alcoholic beverages and allied products, alcoholic beverages, 
meat, meat products, fish and eggs, vitamins and inorganic 
determinations. Many of the methods of analysis described are 
taken from the description of methods of the Association of 
Official Agricultural Chemists, often without proper credit being 
given. 

From the nutritional point of view this volume, as well as 
many other volumes on food analysis, is somewhat disappoint- 
ing. For example, there is described by the present author the 
method for determining the alkalinity of the ash of foods by 
titration of the ash. It was shown by H Sherman more 
than thirty years ago that this method is inadequate and gives 
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misleading or inaccurate information. There is no point in 
retaining this now outmoded technic of determining the alkalinity 
of the ash of foods. 

The author seems somewhat unfair in criticizing the Asso- 
ciation of Official Agricultural Chemists because it has not 
described as yet, in its official publications, several methods 
which the author points out are included in this book. It is 
well known that the Association of Official Agricultural Chem- 
ists is thoroughly abreast of the times in its studies of methods 
of analyzing food products. The association publishes official 
methods only after they have been given thorcugh study and 
found suitable. 

While the present author describes several methods for the 
determination of lead in foods, only one method is described 
for copper. The carbamate method, which is probably used 
more than any other for the determination of the small traces 
of copper that occur in foods, is not described. There may be 
a description of a method for the determination of the iron 
content of foods in the book, but the reviewer was unable to 
find it though he searched particularly. The word “iron” does 
not appear in the index. In a book which purports to be a 
collection of modern methods, one would think that there would 
be a description of a suitable method for the determination of 
iron, possibly even a method for the determination of inorganic 
iron. 

The author describes in considerable detail of procedure for 
the detection and determination of milk solids. in bread. This 
involves the analysis of bread for lactose and butter fat. It is 
realized, of course, that a useful procedure of food analysis is 
to identify a substance by selecting some characteristic ingre- 
dient which can be readily determined. There is justification, 
therefore, for a method of estimating the amount of milk solids 
in a food by determination of lactose and butter fat. From the 
nutritional point of view, however, the chief value of adding 
milk to bread is the improvement in the protein and calcium 
content of the bread. It would seem therefore that a calcium 
determination, possibly in conjunction with the analysis of 
lactose, would give more useful information than the determina- 
tion of the lactose and butter fat. But then the book does not 
describe a method for calcium. 

The book despite its imperfections should prove to be a use- 
ful volume to all persons concerned with the analysis of foods 
and food products. 


Pneumococcus Types in South Africa: A Study of Their Occurrence 
and Distribution in the Population and the Effect Thereon of Prophylactic 
Inoculation. By David Ordman, B.A., M.B., Ch.B., The South African 
Institute for Medicai Research, Johannesburg. Publications of the 
South African Institute for Medical Research, No. XLIII. Vol. IX. 
Edited by the Director. Paper. Pp. 27, with 10 illustrations. Johannes- 
burg: The Institute, 1938. 

This little pamphlet contains some interesting information 
concerning the investigations on pneumonia which have been 
under way in South Africa for a number of years. In 1913 
Lister reported, independently of Dochez and Gillespie, a bio- 
logic classification of pneumococci based on bacteriologic studies 
of pneumonia among the mine workers of South Africa. The 
various types were designated by the letters of the alphabet, 
A, B, C and so on. In this report Ordman correiates the South 
African alphabetical types with the American numerical types 


and generously consents to use the American classification in~ 


all future reports. It is interesting to note that in South Africa 
pneumococcus types I, II and III are the dominant types just 
as they are in America and Europe. Types V, VII, VIII and 
XIV are also fairly common in South Africa. A polyvalent 
pneumococcus vaccine containing types I, II, III, V, VII, XII 
and XIV was employed by Ordman for vaccinating the natives 
who were working in the mines. The vaccine caused a 75 per 
cent reduction in the incidence of type I pneumonia and a 42 per 
cent reduction in the incidence of type II pneumonia. The inci- 
dence of type III pneumonia was not affected by the vaccine. 


Bouquets of Rhyme: Variegated Nuances of Lyrical Diapason. By 
O. E. Harvey, M.D. Cloth. Price, $2. Pp. 96. New York: Avon House, 
Publishers, 1938. 

This collection of poems written by a busy practitioner con- 
stitutes a creditable amateur literary effort. Although there is 
considerable variation in quality, the author may be congratu- 
lated on his initial contribution in this difficult field. 
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‘The Fundamentals of internal Medicine. By Wallace Mason Yater, 
A.B., M.D.. M.S., Professor of Medicine and Director of the Department 
of Medicine, Georgetown University School of Medicine, Washington, 
BD. C. Cloth. Price, $9. Pp. 1,021, with 255 illustrations. New York 
& London: D. Appleton-Century Company, Incorporated, 1938. 

This volume differs from most other textbooks of medicine 
in its condensed discussions and in the fact that it includes 
material on diseases of the skin, ear, eye and other specialties 
which the author and his collaborators believe to constitute a 
necessary minimum of the knowledge of the internist or general 
practitioner, The book is excellently illustrated. While many 
details have been sacrificed to simplification and space require- 
ments, it may be anticipated that the book will be popular with 
medical students and many practitioners. 


Praxis der Tuberkulosekrankheit und ihrer Behandlung. Herausgegeben 
von Dr. med. habil. Hellmuth Deist, Oberstabsarzt der Heilstatte Uberruh 
im Allgiu. Mit einem Geleitwort von Prof. Dr. 0. Miller, Paper. Price, . 
16 marks. Pp. 212, with 90 illustrations. Leipzig: Johann Ambrosius 
Barth, 1938. 

The first part of this volume contains a general considera- 
tion of tuberculosis. There is a good discussion of the diag- 
nosis, prognosis and treatment. Under treatment the various 
special procedures, such as artificial pneumothorax and intra- 
pleural pneumonolysis, are discussed at considerable length. 
Various complications in pulmonary tuberculosis are consid- 
ered. Nearly fifty pages is devoted to tuberculosis in children, 
in which the evolution of the disease is presented. Most of 
the illustrations are made from roentgenograms. Unfortu- 
nately, this volume does not contain a bibliography. 


Introduction to Diseases of the Chest. By James Maxwell, M.D., F.R. 
C.P., Assistant Physician and Demonstrator of Practical Medicine, St. 
Bartholomew's Hospital, London. Cloth. Price, 12s. 6d. Pp. 328, with 
95 illustrations. London: Hodder & Stoughton Limited, 1938. 

This is an elementary discussion of diseases of the chest. It 
is written for the medical student and makes no attempt to 
discuss rare or obscure topics. As is usual in books on this 
subject, considerable space is devoted to physical diagnosis and 
history taking. The text deals almost entirely with the clinical 
aspects of the subject, probably too much so for the average 
medical student. Even suitable prescriptions for cough mixtures 
are included. The sections on history and physical examination 
are followed by one on special investigations. This includes 
sputum, blood, pleural fluid and an excellent chapter on radiology 
of the chest. The section on diseases of the respiratory tract 
commences with chapters on the diseases of the nose, mouth and 
larynx. Chapters on each of the important diseases of the 
bronchi, lungs, pleura, mediastinum and diaphragm follow. The 
clinical descriptions are, in general, excellent. Reproductions of 
roentgenograms, of which there are a profusion, are well done 
and add much to a book on this subject. The chief criticism 
of this book is with regard to therapy. Frequently a number of 
methods of treatment are mentioned without any discussion of 
the merits of each. In the important chapter on lobar pneu- 
monia, only a small paragraph at the end is devoted to specific 
serum therapy. The author states that “it is doubtful whether, 
in the average case, anything is to be gained by giving serum.” 
In this and in certain other instances the text is not thoroughly 
abreast of the time. As a whole, however, this book can be 
recommended as a sound clinical discussion of the subject. 


Le traitement des rigidités extra-pyramidales par la médication bella- 
donnée a hautes doses. Par le Docteur Jean Roux-Delimal. Paper. Pp. 
79. Paris: Librairie E. Le Francois, 1938. 

The author introduces the subject by discussion of the 
Solanaceae and their alkaloids and especially the acids and 
bases found in belladonna. He emphasizes particularly the 
preparation of the wine of belladonna according to Raef’s 
method, which has been used in the Bulgarian treatment so 
highly considered in Italy. The method of using belladonna 
and atropine is also discussed, together with the dangers and 
the accidents that sometimes occur, the tolerance to the drug 
and, finally, the therapeutic results. The high tolerance for 
atropine in parkinsonism (20 mg. or more) is particularly 
stressed. The author contends that the so-called Bulgarian 
treatment, which is the wine of belladonna combined with 
what appear to be charcoal pills, laxative and chewing gum, 
is distinctly favored over atropine itself. The author points 
out that extrapyramidal disorders accompanied by hypertonus 
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are particularly benefited, while those of pyramidal type are, 
if anything, made worse. he mechanism of action is dis- 
cussed. As an exposition of a practical method of treating 
extrapyramidal hypertonus this Paris thesis has some value, 
but it cannot be considered adequate on account of the lack 
of discussion of other drugs that have been found useful in 
this condition and for the very inadequate study of the mecha- 
nism of the effects. 


Statistical Methods Applied to Experiments in Agriculture and Biology. 
By George W. Snedecor, Director of the Statistical Laboratory of Iowa 
State College, Ames, Iowa. Second edition. Cloth. Price, $3.75. Pp. 
388. Ames, Iowa: Collegiate Press, Inc., 1938. 

There seem to be no remarkable changes in this revision of 
a book issued originally in 1937. +f is claimed to be suitable 
for those without a knowledge of hig. er mathematics, but most 
physicians would find it rather heavy going. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Birth Control: Contraceptive Articles as Articles of 
Indecent or Immozal Use; Contraception as Against 
Public Policy.—Lanteen Laboratories, Inc., was engaged in 
the sale of devices and preparations for the prevention of con- 
ception. Its president undertook to design and perfect a univer- 
sally adaptable contraceptive diaphragm that could be marketed 
through drug stores. The defendant and his brother were 
employed to aid in the development of such a diaphragm. Their 
contract of employment provided that any applications for 
patents for articles covered by the contract, filed by the defen- 
dant or his brother during the life of the contract or five years 
thereafter, should be assigned to the plaintiff corporation on its 
request. The contract terminated about Aug. 1, 1931. There- 
after, on Nov. 2, 1935, the defendant filed an application for 
a patent for “a pessary or vaginal diaphragm and an applicator 
therefor.” The plaintiff contended that the application covered 
an invention to which it was entitled under the contract and 
instituted an action to compel the inventor to assign the applica- 
tion to it. The trial court dismissed the complaint, holding 
that the application did not come within the terms of the con- 
tract. The plaintiff corporation thereupon appealed to the 
appellate court of Illinois, first district, second division. 

Although the record from the trial court raised no question 
as to whether the contract was not against public policy and 
therefore void, the appellate court on its own motion discussed 
that aspect of the case at length and apparently gave weight to 
its conclusion with respect thereto, in rendering judgment. The 
subject matter of the contract, said the court, was the invention 
of a contraceptive device that any woman could obtain without 
consulting a physician or a clinic; the invention of an article 
that could be sold through drug stores to any woman, married 
or single, who called for it. No direction or prescription from a 
physician would be required, to show that the article was to be 
used for the cure or prevention of disease. The plaintiff’s brief 
frankly stated that the nature of the device and the manner in 
which it was to be sold would enable a woman to obtain the 
article as she would “medical and personal supplies, over the 
counter.” 

The national policy of the United States with respect to the 
matter of contraception, the court pointed out, is clear. The 
federal criminal code provides that every article or thing 
designed, adapted or intended for preventing conception or for 
any indecent or immoral use, and every article, instrument, 
substance, drug, medicine or thing which is advertised or 
described in a manner calculated to lead another to use or 
apply it for preventing conception, is not admissible to the 
mails. This prohibition has been on the statute books for 
sixty-five years, the court continued, and despite repeated efforts 
to have the law amended or modified, Congress has refused to 
change it. Furthermore, the tariff act of 1930 prohibits the 
importation of any article whatsoever for the prevention of con- 
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ception. It is true that a federal court has held that the tariff 
act does not bar from the country articles employed by physi- 
cians in the practice of their profession, for the prevention of 
conception, when necessary to protect the patients’ health or to 
save them from infection. United States v. One Package, 86 F. 
(2d) 737. But, the Illinois appellate court pointed out, in 
rendering that decision the United States circuit court of appeals 
conceded that it departed from the letter of the law. And 
although the Illinois appellate court recognized that it had been 
held that in a prosecution under the federal criminal code for 
mailing an article for contraceptive purposes it is necessary to 
prove not only that the article mailed was designed and adapted 
for contraceptive purposes but to prove also that it was intended 
for preventing conception, the Illinois court nevertheless pointed 
out that the public policy of the United States, as expressed in 
the statute governing the matter, has not been changed by 
Congress. 

The criminal code of Illinois declares illegal the sale of any 
model, cast, instrument or article of indecent or immoral use. 
While no mention is made in the code specifically of articles 
to prevent conception, it does include “any instrument 
or article of indecent or immoral use.” The federal criminal 
code, the court pointed out, places contraceptive devices in the 
class of articles for “indecent or immoral use.” It has fre- 
quently been held that the purpose of the federal statute was 
to exclude from the mails publications and articles deemed 
injurious to public morals. 

In view of the subject matter of the contract before the court 
in the present case and of the manner in which the contra- 
ceptive device that forms the subject matter of the contract was 
to be sold, it seems clear, said the Illinois appellate court, that 
if a person were to use the mails to deliver the contraceptive 
device in question to drug stores, to be sold in the manner 
planned by the plaintiff, he would be guilty under the criminal 
code of the United States. He would also be guilty under the 
criminal code of Illinois, that code being broad enough to cover 
the indiscriminate sale of contraceptive devices through drug 
stores. It certainly could not be reasonably contended, the court 
thought, that sales so made might not tend to corrupt the morals 
of young, unmarried persons. Would not the indiscriminate 
sale of contraceptive devices to such persons, the court asked, 
constitute the sale of an “article of indecent or immoral use?” 

The maxim that he who comes into equity must come with 
clean hands, said the court, is of ancient origin and broad appli- 
cation. It is the expression of the elementary and fundamental 
conception of equity jurisprudence. An analogous situation was 
presented in the present case, in the opinion of the appellate 
court, when equity opened its door to settle the dispute between 
these “sordid traffickers in contraceptives.” Without passing, 
however, on the validity of the contract in its relation to public 
policy, the appellate court contented itself with affirming the 
judgment of the trial court in favor of the defendant, which 
reached the conclusion that the contract between the parties did 
not cover the device for which the defendant filed an application 
for a patent—Lanteen Laboratories, Ine. v. Clark (Ill.), 13 N. E. 
(2d) 678. 
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AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1928 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Asso- 
ciation are not available for lending but may be supplied on purchase 
order. Reprints as a rule are the property of authors and can be 
obtained for permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted below. 


American Journal of Medical Jurisprudence, Boston 
1: 145-216 (Nov.) 1938 
Fingerprints: An pry Method of Identification. 
Washington, D. C.—p 
Psychiatry and the Crininal is L. S. Cohane, Detroit.—p. 152. 
Mental Disorders in the Course of Bullet Wounds of the Brain: Their 
Medicolegal Relationship. M. Rinkel, Brookline, Mass.—p. 157. 
The Postmortem Examination in Homicides. M. Helpern, New York.— 


J. E. Hoover, 


. 165. 
*Medicolegal Aspect of Carbon Monoxide Poisoning, with Special Refer- 

ence to Its Effect on the Heart. G. Beck, Baltimore.—p. 1 
A oe Phase of Medical Practice. W.G. Moran, Worcester, Mass. 
The go Narcotic ae and the Practitioner. 

Washington, D. C.—p. 1 

Medicolegal ee ‘a Carbon Monoxide Poisoning.— 
Beck divides carbon monoxide poisoning into three groups: 
acute asphyxiation, acute asphyxiation with delayed or sec- 
ondary symptoms and chronic poisoning. From a medicolegal 
standpoint the first group does not present a difficult problem, 
as death resulting from acute asphyxiation is either accidental 
or suicidal. The second and third groups arouse much con- 
troversy in adjusting claims for disability. In the second 
group the patient apparently recovers from acute asphyxiation, 
but in the course of several days to a week acute symptoms 
often of a severe character will develop, usually referable to 
the central nervous system or the heart. These cases ulti- 
mately manifest symptoms of encephalitis or other organic 
cerebral lesions or coronary thrombosis and myocardial insuff- 
ciency due to lesions caused by the anoxemia. The patients 
may die during the early stages of the sequels of acute poison- 
ing or they may recover sufficiently to resume their accus- 
tomed occupation. Unfortunately, in the course of such a 
sequence of events carbon monoxide in its etiologic relations 
may be easily overlooked and the illness is ascribed to other 
causes. Thus, only by a careful history and a thorough knowl- 
edge of the underlying pathologic processes associated with 
anoxemia can the significance of carbon monoxide be ascer- 
tained definitely as a contributing factor. Many persons who 
live in houses or work in offices heated by open gas heaters 


H. J. Anslinger, 


without ventilating flues, or drive in closed automobiles - with - 


defective engines and exhausts, suffer from the daily exposure 
to sublethal or mildly noxious quantities of the gas. This 
constitutes the third group. The most familiar symptoms are 
those due to mere oxygen want. Even the milder forms of 
chronic carbon monoxide poisoning are subject to the same 
complications and sequelae as those occurring in acute asphyxia- 
tion. The symptoms and after-effects of a given blood satura- 
tion will be more severe if there has been a long exposure 
to a low concentration than if there has been a short exposure 
tg a high concentration. When these facts become generally 
recognized by the profession, legal experts should have less 
difficulty in procuring workmen’s compensation for disability 
incurred from carbon monoxide, especially after recovery from 
acute asphyxiation. The chapter on carbon monoxide poison- 


ing in its relation to industrial medicine must be revised so — 


as to incorporate the recent knowledge gained through clinical 
observation and experimental studies. The tendency to cause 
death and disability from the remote effect of acute poisoning 
and the chronic effect of slow but persistent poisoning must be 
more generally recognized. Not until this view is accepted 
by the profession and offered as testimony can industrial com- 
missions or courts of justice be expected to render just deci- 
sions for compensation. 
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American Journal of Public Health, New York 
28: 1269-1368 (Nov.) 1938 


Opportunities and Responsibilities of a Health Officer in Connection 
with the Federal Housing Acts. -E. A. Winslow, New Haven, 
Conn.—p. 1269. 

Administrative Control of Food Handlers and Places Dispensing Food 
and Drinks. Katherine Marden, J. M. Curry, L. J. Horowitz and 
B. G. Horning, Hartford, Conn.—p. 1277. 

Projection of Public Health get in New York State. W. H. 
Larkin, Middletown, N. Y.—p. 1285. 

Time Study of Morbidity pg ‘Mortality in hod United States Navy. 
J. M. Wheelis Jr., Washington, D. C.—p. 1 

Progress Under the Operation of Title VI of ea Social Security Act. 
C. E. Waller, Washington, D. C.—p. 1298. 

*Fleas as Vectors of Plague. C. R. Eskey, San Francisco.—p. 1305. 

Tenure of Office for ——"' Officers. J. W. Mountin and E. H. Pennell, 
Washington, D. C.—p. 1311 

Population Growth—Its Vital Statistics and Public Health Aspects. 
W. S. Thompson, Oxford, Ohio.—p. 1319. 

Practical Experience with Scharer Rapid Field Test for Pasteurization. 

. M. Roger, New York.—p. 1325. 
Health Maintenance in Industry. C. D. Selby, Detroit.—p. 1328. 


Fleas as Vectors of Plague.—Eskey points out that of 
twenty different species of fleas infected with plague in the 
laboratory only eleven species, nine of which were collected 
from wild rodents, transmitted the disease to guinea pigs; 
only a portion of fleas fed on plague infected guinea pigs a 
few hours before the animals died were infected, and of those 
infected only a small percentage transmitted the plague to 
other guinea pigs. Flea bites are not infectious until the 
masses formed by Pasteurella pestis cause obstruction of the 
esophagus. This condition may develop in a few days or not 
for more than four months. Few fleas ever infect more than 
one animal and blocked, infectious fleas generally die within 
forty-eight hours of the time there is evidence of obstruction 
to their stomachs. Infected fleas are constantly excreting viru- 
lent coccobacilli in their feces, which may survive for as long 
as four weeks in the dried excreta so that rodents are exposed 
to infection from the feces as well as the bites of fleas. There 
is always a possibility of human beings contracting bubonic 
plague from blocked fleas present on wild rodents in regions 
in which sylvatic plague exists, but these fleas are not nearly 
so dangerous to man as the domestic rat fleas Xenopsylla 
cheopis. 


Annals of Internal Medicine, Lancaster, Pa. 
12: 577-738 (Nov.) 1938 

*Clinical and Experimental Observations on Focal Infection, with an 
Analysis of 200 Cases of Rheumatoid Arthritis. R. L. Cecil and 
D. M. Angevine, New York.—p. 577. 

Concerning Differentiation Between Bronchial Asthma versus Cardiac 
Disease and Possible Ill Effects from Administration of Excessive 
Amounts of Epinephrine in the Former Condition. F. M. Smith and 
W. D. Paul, Iowa City.—p. 585. 

5 Treatment of Liver Disease. A. M. Snell, 


Rochester, Minn.— 


. 592. 
Phat oie Malformations of the Pulmonic and Aortic Valves. D. W. 


Ingham, Rochester, Minn.—p. 609. 

Some of the Recent Biochemical Concepts of Gastric Secretion and Their 

Application to Clinical Medicine. L. Martin, Baltimore.—p. 614. 
Saccular Aneurysm of the Thoracic Aorta: Clinical Study of 633 tent 

H. Kampmeier, Nashville, Tenn.—p. 624. 
*Liver Function in Hyperthyroidism as Determined by the Hippuric Acid 

Test. E. C. Bartels, Boston.—p. 652. 

Gonorrheal Endocarditis: Report of Three Cases, One Treated with 
Fever Therapy. L. H. Hoyt and H. A. Warren, Boston.—p. 675. 
Buckling of the Right Common Carotid Artery in rota RR. 

Arrillaga Torrens and B. T. Horton, Rochester, Minn.—p. 688.) 
Some Desirable Supplements to the Present Trends in Medical Investiga- 

tion. . I, Lee, Boston.—p. 692. 

Focal Infection and Rheumatoid Arthritis.—In a study 
of 200 consecutive cases of rheumatoid arthritis, Cecil and 
Angevine found definite evidence of focal infection in 20 per 
cent and a questionable focus in 10 per cent. This is a great 
contrast to the high incidence of focal infection found in clinic 
patients ten years ago. Only nineteen patients had a_ history 
of an acute infection of the upper part of the respiratory tract 
such as coryza, pharyngitis or influenza preceding the onset 
of the arthritis. A smaller number of cases came on after 
psychic trauma, childbirth, puerperal fever, physical injury or 
operation. The tonsils had been removed in forty-six per cent 
of the cases because of arthritis, although only about 15 per 
cent gave any history of tonsiilitis or sore throat. The opera- 
tion had no effect on the course of the disease in eighty-six 
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cases, caused a severe exacerbation in two and temporary 
improvement in four. In no instance was the course of the 
disease arrested or the patient cured. In one instance the 
operation on infected tonsillar stumps appears to have been 
the precipitating cause of the onset of the arthritis. Because 
of arthritis fifty-two patients had had some, and in many 
instances all, of their teeth extracted. There was no benefit 
in forty-seven, and three patients reported a flare-up of the 
pain in their joints following the extractions. Thirty patients 
gave a history of sinus disease and twelve had been treated 
for sinusitis before coming under the authors’ observation. 
The treatment was of no benefit in ten and there was an 
exacerbation of the disease in two. When first seen by the 
authors, twenty-seven patients had an infection of the tonsils 
or remaining tonsillar stumps. Twenty of these patients were 
treated; thirteen remained unimproved or became worse and 
temporary improvement occurred in only seven. This improve- 
ment lasted from one week to several months. At the time 
of examination only eleven of the 200 patients gave evidence 
of an active sinus infection. Five of these cases were treated, 
all without benefit. In the three cases in which additional den- 
tistry was performed there was no benefit. The authors stress 
the fact that a more conservative attitude should prevail 
regarding the treatment of tonsils, teeth and sinuses in rheu- 
matoid arthritis. A complete revaluation of the focal infection 
theory should be made. Undoubtedly there are cases of infec- 
tious arthritis which result from focal infection. However, as 
far as typical rheumatoid arthritis is concerned, chronic focal 
infection apparently plays a comparatively unimportant part. 

Liver Function in Hyperthyroidism.—Bartels determined 
the hepatic function in 148 cases of clinical hyperthyroidism 
by the hippuric acid excretion test suggested by Quick. 
Seventy-eight patients had primary hyperthyroidism permitting 
a subtotal thyroidectomy, thirty-nine had primary hyperthy- 
roidism requiring a two-stage operation, and thirty-one had 
adenomatous goiter with hyperthyroidism permitting a subtotal 
thyroidectomy. Hepatic function determinations were obtained 
on the day after admission, on the day prior to operation (from 
eight to fourteen days being taken for preoperative treatment) 
and on the sixth or seventh postoperative day. Tests were 
again performed on forty-two patients three months post- 
operatively when they returned for their metabolic check up. 
In the group of seventy-eight patients the average hippuric 
acid excretion on admission was found to be 2.3 Gm. The 
average admission basal metabolic rate was plus 36 per cent. 
Of the entire group only ten patients had determinations above 
the accepted normal of 3 Gm. After the usual preoperative 
period the average hippuric acid was 2.55 Gm. and the average 
basal metabolism plus 22 per cent. Three months postopera- 
tively the average basal metabolic rate was minus 3 per cent 
and the average hippuric acid excretion was 3.34 Gm., with 
85 per cent of twenty patients now having normal excretions. 
In the group of thirty-nine patients the average basal meta- 
bolic rate was plus 54 per cent and the average hippuric acid 
excretion 1.88 Gm. Only one patient had a normal value for 
the hippuric acid excretion. Preoperatively to the first stage 
the basal metabolic rate fell to an average of plus 36 per cent 
and the average hippuric acid excretion increased to 2.33 Gm. 
Postoperatively a slight drop occurred in the average hippuric 
acid excretion. At the time of the second stage the aver- 
age basal metabolic rate was plus 21 per cent with the average 
hippuric acid excretion 2.51 Gm. Postoperatively the average 
hippuric acid excretion was 2.66 Gm. At the three months 
check up the average basal metabolism was minus 7 per cent 
in sixteen patients with the average hippuric acid excretion 
3.12 Gm., at which time 77 per cent had normal determina- 
tions. In the thirty-one cases of adenomatous goiter with 
hyperthyroidism the average basal metabolic rate on admission 
was plus 36 per cent and the average hippuric acid excretion 
2.27 Gm. (only seven normal). Postoperatively the hippuric acid 
excretion was 2.36 Gm., with 16 per cent of the cases being 
normal. At the three months check up an average metabolic 
rate of minus 5 per cent and a hippuric acid excretion of 3.34 
Gm. was obtained in six patients. A close relationship seems 
to exist between the level of the basal metabolism and the 
hippuric acid excretion. The duration of the hyperthyroidism 
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was not a potent factor in determining the degree of reduced 
hepatic function. Patients having acute hyperthyroidism were 
found to develop degrees of impairment of the liver in a few 
months, whereas patients with milder types showed little change 
even over a period of years. This observation is corroborated 
by the fact that, whereas the average duration of the disease 
in the group of cases of primary hyperthyroidism in which a 
subtotal thyroidectomy was done was ten months and in the 
group of adenomatous goiters twenty-one months, the hippuric 
acid excretion in these two groups was found to be the same. 
The absence of weight loss or a history of previous iodine 
administration was usually noted in conjunction with a normal 
hepatic function test on admission. No apparent relationship 
was demonstrated between the level of the liver function and 
the degree of postoperative pulse and temperature response. 
A close relationship was found to exist between the blood 
cholesterol and the hippuric acid excretion. The use of a high 
carbohydrate diet apparently improved hepatic function as indi- 
cated by increased hippuric acid excretion. 


Archives of Surgery, Chicago 
37: 865-1064 (Dec.) 1938 
Cranial Venous Sinuses: Correlation Between Roentgenograms of Occipi- 
tal Bone and the Queckenstedt (Tobey-Ayer) Test. B. Woodhall, 
Durham, N. C., and A. E. Seeds, Portland, Ore—p. 865. 
Evolution of Treatment of Fracture of Neck of Femur. P. Cordasco, 


Montclair, N. J.—p. 871. 
Arterial Occlusion with Aseptic Necrosis of Bone. E. F. Hirsch, Chicago. 


Adherent Posterior Duodenal Ulcer. J. W. Hinton, New York.—p. 944. 
Sacrococcygeal Teratoma in the Adult: Report of Case. J. G. Love 
and F. P. Moersch, Rochester, Minn.—p. 949. 
*Sterilization of the Air in the Operating Room by Bactericidal Radiant 
nergy: Results in Over 800 Operations. D. Hart, Durham, N. C. 


E. M. Bick, New 


——p. 956. 

End Results in Cases of Fibrosarcoma of Extremities. 
York.—p. 973. 

Sensitization and Desensitization of Rabbits to Heteroplastic ne aaa 
of Thyroid Tissue. J. D. Bisgard, Omaha,—p. 981. 

Atypical Carcinoma of the Large Intestine. J. Rabinovitch. and M. 
Lederer, Brooklyn.—p. 994. 

Ovarian Tumors and Diagnosis of Acute Appendicitis, 
New York.—p. 1004. 
*A New Mask: 

(Lipoid of Bone. M. S. Burman and 
S. E. Sinberg, New York.—p. 1017. 

Sixty-Seventh Report of - Bg in Orthopedic Surgery. J. G. Kuhns, 
S. M. Roberts, R. J. Joplin, W. A. Elliston, F. W. llfeld, G. G. Bailey, 
Boston; J. A. Freiberg, Cincinnati, and J. E. Milgram, New York.— 
p. 1033 
Sterilization of Air in Operating Room.—Hart analyzes 

the results obtained in a total of 456 clean primary incisions 

and eighty-six reopened clean incisions out of more than 800 
operations performed in a field of bactericidal radiation. The 
other operations had a potential source of infection, and data on 
them were not used for the statistics. The operations were 
gastric or intestinal resections, cholecystectomies, appendectomies 
and amputations of gangrenous extremities. A striking improve- 
ment in the postoperative course of these patients has been 
evident. Unexplained infections in primary incisions have been 
almost, if not entirely, eliminated. More striking than this 
reduction in the number of infections has been the reduction in 
the elevation of temperature following operation and the shorten- 
ing of the duration of this postoperative elevation. The post- 
operative course of the patients has been improved. They show 
less reaction in every way ; there is less tenderness in the incision, 
and the period of convalescence is reduced. The author con- 
cludes that postoperative wound infections have been reduced 
more than 85 per cent. The occasional death from wound infec- 
tion has been eliminated. The number of patients with a post- 
operative temperature above 100.4 F. has been reduced in 
thoracoplasties from 68 to 30 per cent, in radical mastectomies 
from 46 to 34 per cent and in inguinal herniorrhaphies from 

36 to 22 per cent. The number of patients with a temperature 

above 99.5 F. for more than four days after operation has been 

decreased in thoracoplasties from 78 to 22 per cent, in radical 
mastectomies from 54 to 21 per cent and in inguinal hernior- 
rhaphies from 46 to 14 per cent. 

New Surgical Mask.—Arnold found that a craped wadding 

(cellucotton) made of wood cellulose is an efficient mask and 

air filter material. This material is more effective, as bacteria 
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Bacteriologic Air Filter. L. Arnold, Chicago. 


—p. 926. 
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are seen to adhere to it even after washing, than the cotton 
gauze generally used in surgical masks. The greatest source 
of oral bacterial flora in the experiments that he performed was 
escape or deflection of the expelled air during talking, above 
the mask lateral to and on each side of the nose. Covering the 
nose and mouth with an impermeable material deflects the 
expired air all round the edges of the mask, and the atmospheric 
pollution is the same as if no mask were worn. The problem 
is one of prevention of atmospheric pollution by filtration, 
similar to removal of bacterial pollution from water by filtration 
methods. The author feels that his experiments show the effec- 
tiveness of cellucotton as an air filter. The next problem is 
to prevent air containing bacterial flora of the upper part of 
the respiratory tract from leaking round the edges of the mask. 
He is convinced that if all the expired air can be forced through 
the cellulose wadding filter the bacteria will remain on the 
cellulose fibers. 


Florida Medical Association Journal, Jacksonville 
25: 213-264 (Nov.) 1938 

Prefrontal Lobotomy in Involutional Melancholia. 
sonville.—p. 225. 

Insulin Shock Therapy at Florida State Hospital. 
Chattahoochee.—p. 229. 

Acute Conditions Within the Abdomen. R. D. Ferguson, Ocala.—p. 233. 

Complications Following Cauterization of the Cervix. J. M. Dell Jr., 
Gainesville.—p. 237. 

J. D. Hagood, Clearwater.—p. 239. 


Georgia Medical Association Journal, Atlanta 
27: 419-460 (Nov.) 1938 
Mortality and Treatment of Lobar Pneumonia. 
Fulton, Augusta.—p. 419. 
Serum Treatment of Pneumococcic Pneumonia. 
421 


J. G. Lyerly, Jack- 
A. L. Huskey, 


Appendicitis. 


J. D. Gray and M. C. 
T. L. Ross, Macon.— 


C. H. Richardson, Macon.—-p. 423. 
R. M. Harbin Jr., 


Surgical "Treatment of Empyema. 
Clinical Observations of Use of Sulfanilamide. 
Rome. 


429. 
meg in Syphilis. J. S. New and J. W. Brittingham, Augusta.— 


435. 
Gradenigo Symptom Complex: Case Report. J. A. Smith, Macon.— 


Neglected Case of Arthritis: Report of Case. T. Toepel, Atlanta.— 


Cusdlanreat. D. T. Carr, Atlanta, and P. P. Vinson, Richmond, Va. 
—p. 4 


p. 
Chronic Undermining Ulcers: Case Report. C. R. Andrews Jr., Canton. 
46. 


Journal of Allergy, St. Louis 
10: 1-104 (Nov.) 1938 


*Studies on Immunology of Hay Fever: A. Confirmation of Blocking 
Substance Formation by Pollen Treatment: B. Use of Lyophile Serum 
in Study and Treatment. P. H. Langner Jr. and R. A. Kern, Phila- 
delphia.—p. 1. 

Vitamin C wee Sensitivity to Neoarsphenamine and Anaphylactic 
Shock. . B. Cohen, Cleveland.—p. 15. 

einai’ ‘of Reaginogenic Serum by Lyophilization. L. Tuft, L. J. 
Wenger and J. J. Frankel, Philadelphia.—p. 27. 

Fractionation of Skin Sensitizing Serum by Means of Neutralization and 
Dilution. V. L. Cohen, Buffalo.—p. 32. 

Effect of Testicular Extract (Reynals Spreading Factors) on Human 
Skin. A. Romanoff, New York.—p. 36. 

Incidence of Air- Borne Fungus Spores: II. Hormodendrum, Alternaria 
and Rust Spores. O. C. Durham, Chicago.—p. 40. 

oe Clinical Syndrome. C. ik. Maytum, Rochester, Minn. 


May Fly as an Exciting Cause of Seasonal Allergic Coryza and Asthma. 

S. J. Parlato, Buffaio.—p. 56. 

Immunology of Hay Fever.—Langner and Kern confirm, 
by means of the intracutaneous passive transfer technic, the 
presence of an inhibiting substance (blocking or inhibiting anti- 
body) in the serum of treated hay fever patients and report 
observations on the passive transfer of this inhibiting substance 
to untreated hay fever patients by means of “immune” serum 
that, for convenience of handling and preservation, has been 
lyophilized. Dried serum of hay fever patients treated with 
specific pollen extract was found to contain the blocking sub- 
stance first described by Cooke and his associates. Treatment 
of patients with active hay fever by means of dried immune 
serum gave results sufficiently encouraging to warrant further 
application and refinement of this procedure as an additional 
method of treatment for selected cases of hay fever. 

Sighing Dyspnea.—Maytum declares that sighing respira- 
tion is a normal reaction to fatigue and mild emotional states, 
yet it is possible for sighing respiration to assume considerable 
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clinical importance and to produce a definite clinical syndrome. 
The condition is a functional disorder. This syndrome has not 
infrequently been mistaken for asthma and some patients with 
this syndrome have been submitted to extensive allergic investi- 
gation. In 1929 White and Hahn reported that it was a very 
rare symptom in heart disease and that when it was present it 
was not due to the heart disease but to nervous excitability. 
“Shortness of breath” or the inability to take a deep breath 
is the chief symptom of the patients. A feeling of constriction, 
tightness, weight or pain is usually present in the thorax, and 
palpitation is a frequent symptom. Fatigue and nervousness 
are common, and many of the patients have recently been sub- 
jected to some nervous shock or to cares and worries of con- 
siderable magnitude. Anxiety regarding their state of health 
is almost always present. Sighing dyspnea occurs more often 
among women than among men, and it usually occurs in the 
more active years of life. Sighing dyspnea is definitely a 
functional disorder of respiration and is not caused by organic 
disease. Treatment in these cases is based entirely on an 
adequate explanation to the patient of the underlying mechanism 
and the method by which attacks are produced. It should be 
explained as a normal reaction to fatigue and emotional stress. 
Sedatives may help to control existing nervous irritability. 
Hyperventilation tetany, if pres¢nt, can be controlled in a few 
minutes by the administration of carbon dioxide. It is also help- 
ful to demonstrate how easy it is for the patient to bring on an 
attack of tetany by voluntary overbreathing. 


Journal of Lab. and Clinical Medicine, St. Louis 
24: 111-224 (Nov.) 1938. Partial Index 
Plethysmographic Studies with Special Reference to Waves of Respira- 

Martin, F. S. Marcellus and P. Sykowski, Albany, N. Y. 
—p. 111. 
Neutropenia Following Sulfanilamide: 
and C. P. Miller, Chicago.—p. 121. 
*Diagnosis of Hypertensive Cardiovascular Disease Without Hypertension: 
Note. E. H. Schwab and D. L. Curb, Galveston, Texas.—p. 125. 
Nature of Anti-Pernicious Anemia Principle: IV. Search for Nitro- 
genous Bases; Isolation of Choline. R. Jacobs, Chicago.—p. 128. 
*Studies on Mechanism of Leukocytosis. A. Nettleship, Nashville, Tenn. 
130. 


Report of Case. H. W. Jones 


Achlorhydria in Leukemia. O. 0. Meyer, Madison, Wis.—p. 135. 

Effect of Heat on Hemolytic and Skin-Necrotizing Factors in Staphylo- 
coccus Toxin. R. H. Rigdon, Nashville, Tenn.—p. 142. 

Correlation of Histologic Structure with Clinical Features: 
of Malignant Neoplasms. O. C. Gruner, Montreal.—p. 152. 

Toxicity, Therapeutic Activity and Mode of Action of Sulfanilamide in 
Experimental Streptococcic Infections of Rabbits. J. A. Kolmer, H. 
Brown and Anna M. Rule, Philadelphia, with assistance of Mary F. 
Werner.—p. 164. 

Rapid. and Simplified Method of Estrogen. S. L. 

Breazeale and R. A. 


II. Case 


Leiboff and A. B. Tamis, New York.—p. 
Stability of Kline Antigen ~ aaa 

Greene, Tucson, Ariz.—p. 

Complement Fixation Test in Chascveidat Infection. E. S. Sanderson, 

R. B. Greenblatt and Elizabeth Baethke, Augusta, Ga.—p. 

Triaxial Correlation of Hematologic Indexes: Its Significance in Classi- 

fication and Treatment of Anemias. K. Kato, Chicago.—p. 191. 

Note on Some Presumptive Tests for Bence Jones Protein. G. M. 

Decherd Jr. and K. L. Dickens, New Orleans.—p. 210. 

*Comparative Study of Laughlen Test for Syphilis. R. O. Muether and 

J. E. Greutter, St. Louis.—p. 212. 

Cardiovascular Disease Without Hypertension. — 
Schwab and Curb subjected seven patients with established 
hypertensive cardiovascular disease whose blood pressure had 
fallen to normal or subnormal levels to the cold pressor test and 
observed the blood pressure response. In five instances the 
typical hypertensive type of response was obtained. This sug- 
gests that the application of such a procedure to patients of this 
type would materially aid in the clarification of the etiologic 
cardiac diagnosis. 

Leukocytosis.—Nettleship tested, in rabbits, two of the 
possible causes of leukocytosis: withdrawal of leukocytes from 
the blood stream or the presence of an irritant in the blood. 
The withdrawal of leukocytes, either by venipuncture or into 
an abscess area, cannot account for leukocytosis. In acute 
experiments silver nitrate injected intracutaneously cannot be 
found in the blood or internal organs. It is recovered in large 
amounts from the area of injection. Silver nitrate injected intra- 
cutaneously causes necrosis accompanied by a primary leuko- 
penia followed by marked polymorphonuclear leukocytosis. Egg 
albumin injected into nonsensitized animals diffuses from the 
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injection site and causes a leukopenia. Injected into sensitized 
animals, egg albumin does not diffuse into the blood stream. 
Peripheral necrosis occurs with a concurrent well defined leuko- 
cytosis. 

Laughlen Test for Syphilis.——Muether and Greutter com- 
pared the efficacy of the Laughien test for syphilis by performing 
this test and the Kahn and Kline tests on 1,000 serums, The 
Kahn test was the most accurate test in their hands, giving 
only one false positive reaction and two false negative reactions 
in 1,000 cases. The accuracy of the Laughlen test increased 
with experience. If 1,000 cases are divided into two groups 
it is found that nineteen, or about 80 per cent, of the false posi- 
tive tests fall in the first 500 cases tested, while eight, or about 
55.5 per cent, of false negatives occurred in the first 500 cases. 
These analyses of the cases, as two groups, strengthen the 
authors’ belief that the Laughlen test is quite accurate in 
untreated cases but is more readily reversed by treatment than 
are other tests. The Laughlen test is a clean, quick and eco- 
nomical test, with a fairly definite end point. The ability to 
determine the strength of the reaction on the basis of a time 
factor rather than on a quantitative basis is a distinct advantage, 
as there seems to be little reason to report any serologic test 
for syphilis by a series of plus signs. The test for syphilis 
is far better reported as negative, positive or doubtful. The 
Laughlen test requires a certain skill and training and it is not 
a test to be used casually in general practice. It might well 
be used by the large laboratories in which suitable controls can 
and will be done frequently. 


Journal of Pharmacology & Exper. Therap., Baltimore 
64: 243-354 (Nov.) 1938. Partial Index 
Action of Ergometrine on Isolated Human Uterus. A. D. McLachlin, 
Toronto.—p. ; 

Renal Excretion of Sulfanilamide in Dogs. D. F. Green, J. B. Allison, 
New Brunswick, N. J., and M. L. Morris, Stelton, N. J.—p. 263. 
Oxygen and Carbon Dioxide Changes in Arterial and Venous Blood in 

Experimental Spinal Anesthesia: Remarks on Choice of Basal Anes- 
thetics for Blood Gas Studies. S. J. G. Nowak and Virginia Downing, 

Boston.—p. 271. 
Inactivation and Elimination of Picrotoxin. J. M. Dille, Seattle.—p. 319. 
Cardiac Depression by Barbituric Acid Derivatives: Study of Relative 
Antidotal Action of Certain Cardiac Stimulants. R. L. Johnston, 
Cincinnati.—p. 330. 


Journal of Urology, Baltimore 
40: 551-736 (Nov.) 1938. Partial Index 
Hydronephrosis of Infancy and Childhood: Report of Case Followed 
for Twelve Years. H. M. Spence, S. S. Baird and P. E. Luecke, 
Dallas, Texas.—p. 577. 
Renal Neoplasm, Clinical Study. H. A. Fowler, Washington, D. C.— 
581. 


Pp. 
*Vesical Bilharziasis: Case Report. D. A. Campbell, Ann Arbor, Mich. 
—p. 598. 

Radium Therapy of Bladder Carcinoma—Five Year Pamala 
Future Therapy. B. S. Barringer, New York. —?P. 606. 

Studies on Cystocele and Urinary -Incontinence in the Female by Use 
of Cystograms and Urethrograms. J. D. Miller, Grand Rapids, Mich. 
—p. 612. 

Sarcoma of Prostate and Adjacent Retrovesical Structures. 
Erie, Pa.—p. 

*Histologic Study of Effect of Sex Hormones on the Human Prostate. 
R. A. Moore and A. M. McLellan, New York.—p. 641. 

Use of Diothane Hydrochloride in Urologic Cases. 
Chicago.—p. 666. 

Comparison of Colloidal 
Formers” and Normal Urines. 

Sulfanilamide in Clinical Gonorrhea: 
Schoenrich, Baltimore.—p. 684. 

Studies in Use of Sulfanilamide in Gonorrhea: I. Experimental Observa- 
tions. §S. A. Vest, Justina H. Hill, H. C. Harrill and Anne C. Pitts, 
Baltimore.—p. 698. 

Id.: II. Clinical Observations. S. A. Vest, H. C. Harrill, Justina H. 
Hill and Anne C. Pitts, Baltimore.—p. 716. 


Vesical Bilharziasis—Campbell discusses the bilharzial 
involvement of the lower part of the urinary tract and reports 
a case of approximately twenty years’ duration. In spite of the 
extensive involvement of the bladder and lower part of the 
right ureter, and long duration of the disease, remarkable results 
were obtained with the use of two courses of intravenous fuadin. 

Effect of Hormones on Prostate.—Moore and McLellan 
studied microscopically the response on surgically enucleated 
prostatic tissue in ten presenile men, five after the injection of 
an androgen and five after the injection of an estrogen. 


E. Hess, 


J. W.. Ferrin, 


Protective Values of Urines from “Stone 
C. Ferguson, Stapleton, N. Y.—p. 672. 
Study of Sixty Cases. H. 


testosterone propionate and the theelol benzoate were injected 
intramuscularly. Testosterone propionate, in from 285 to 
1,125 mg. doses for from twelve to ninety-five days, the doses 
employed, had no significant effect on the prostatic epithelium 
or stroma. The failure to avert the physiologic process of 
senile involution by endocrine therapy ixdicates that senile 
involution of the prostate is not solely the result of diminution 
in secretion of androgens but involves a more complicated 
process, the nature of which must await further investigation. 
It is also possible that senile involution is an irreversible process. 
Either of these assumptions is valid despite the fact that the 
morphologic appearance of the prostate in senility and after 
castration is similar. The injection of from 15,000 to 140,000 
international units of theelol benzoate in from ten to thirty-one 
days produced conspicuous alteration in the urethral and ductal 
epithelium but little if any change in the tissues of benign 
hypertrophy. As a basis for future work, an estrogen results 
in an exaggeration in the prostate of some of the most charac- 
teristic microscopic changes associated with benign hypertrophy : 
metaplasia and hyperplasia of the epithelium of the ducts and 
hypertrophy of the lymphoid tissue. On the negative side there 
is no evidence of the new formation of nodules and no evidence 
of the active growth of the formed nodules. The observed 
migration of leukocytes through the urethral and ductal epi- 
thelium after injections of an estrogen opens a new approach to 
the much disputed problem of chronic prostatitis. It may be 
that some of the cases of so-called chronic prostatitis are the 
result of altered hormone states in which there is estrogenic 
preponderance. 


Kansas Medical Society Journal, Topeka 
39: 457-500 (Nov.) 1938 


H. W. Palmer, Wichita.—p. 457. 
Its Value and Indications. 


Lung Abscess. 

The 
Wichita.—p. 

Gunshot iowa ) the Head. C. V. Black, Pratt.—p. 464. 

Surgery in the Diabetic. C. Wilson, Emporia.—p. 465. 

Appendical Abscess Localized at Umbilicus.s M. A. Walker and G. R. 

eters, Kansas City.—p. 468. 

*Use of Cevitamic Acid in Treatment cf Whooping Cough: Preliminary 
Report. E. L. Vermillion and G. E. Stafford, Salina.—p. 469. 
Ascorbic Acid in Whooping Cough.—Vermillion and 

Stafford used ascorbic acid in the treatment of twenty-six cases 
of whooping cough confirmed in most instances by a high leuko- 
cytosis and lymphocytosis. The first sixteen patients were given 
15 mg. tablets of ascorbic acid, ten tablets daily the first three 
days, eight tablets daily the next three days and six daily until 
symptoms subsided entirely. The medication seemed to be 
strikingly effective in relieving and checking the symptoms in 
all but two of the patients, who apparently received little if 
any relief. The authors’ opinion is that ascorbic acid should be 
given further trial in all cases of whooping cough regardless of 
the age of the patient or the length of time already elapsed 
since the original symptoms. 


Maine Medical Journal, Portland 
29: 235-260 (Nov.) 1938 

*Metropathia Haemorrhagica. F. Albright, Boston.—p. 235. 
Painful Conditions of the Heel. E. M. Tower, Waterville.—p. 239. 

Hemorrhagic Metropathia.—Albright stresses the fact that 
in the treatment of hemorrhagic metropathia emphasis should 
be placed on nonspecific therapy. The condition generally 
develops in the run-down individual. Iron therapy should 
usually be employed, as anemia predisposes to the condition 
and the condition leads to an anemia. Attention to diet and 
general hygiene are most important. Underlying conditions 
such as foci of infection and tuberculosis should be looked for. 
Until more is known, massive doses of vitamins are justified. 
Radical therapy is not necessary. The alternative may be a 
drawn out and tedious affair, but the condition finally clears 
up in most of these patients. In most cases it is desirable to 
perform at least one curettage to confirm the diagnosis and to 
rule out uterine cancer. The periodic administration of progestin 
is a simple method of producing periodic menstruation and 
preventing endometrial hyperplasia until such time as the under- 
lying disturbance in the ovarian cycle is corrected. It is not 
the purpose to correct the underlying trouble with this pro- 
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cedure but merely to take care of one of its complications. In 
carrying out this treatment at the Ovarian Dysfunction Clinic, 
the author has given in the neighborhood of 5 mg. of proges- 
terone in oil intramuscularly daily for six days every six weeks. 
Gonadotropic substance often causes cessation of bleeding in 
hemorrhagic metropathia and not too infrequently completely 
corrects the condition. The follicle stimulating hormone either 
alone or with the gonadotropic substance can be tried in an 
effort to produce a corpus luteum. 


New England Journal of Medicine, Boston 
219: 777-818 (Nov. 17) 1938 
Surgical Significance of Urinary Incontinence in Infants and Children. 
anman and J. H. Moore, Boston. —P. 7 
Seasonal Aspects of Asthma and Hay Fever in New England, with Spe- 
cial Reference to Sensitivity to Mold Spores. H. N. Pratt, Boston.— 
. 782. 


*Observations on Sulfanilamide Therapy in Pneumonia and Meningitis 
a to Type III Pneumococci. J. F. Sadusk Jr.. New Haven, Conn. 


. 787. 

Medicolegal Aspects of Diabetes Mellitus and Hyperinsulinism.  S. 
Warren, Boston.—p. 791. 

Paraganglioma (Chromaffinoma, Pheochromocytoma) of Adrenal Gland 
Simulating Malignant Hypertension: Report of Case. R. S. Palmer 
and R. Castleman, Boston.—p. 793. 

Acute Brucellosis with Bacteremia and Oral Lesions: Treatment with 
Immune Human Blood. Mary A. Poston and E. E. Menefee, Durham, 
N. C.—p. 796. 

Progressive Electrocardiographic Changes in Pericarditis. C. P. Roberts 
and F. T. Fulton, Providence, R. I.—p. 798. 


219: 819-864 (Nov. 24) 1938 


Henry Pickering Bowditch and Development of the Harvard Laboratory 
of Physiology. F. W. Ellis, Newton Centre,. Mass.—p. 

Primary Cancer of the Lung. D. S. King, Brookline, Mass. niet 828. 

The Problem of Syphilis on Wards of a Large General Hospital. H. H. 

Merritt and M. Moore, Boston.—-p. 834. 

Unexpected Death in Early Life. S. Farber, Boston.—p. 836. 
Treatment of Dangerous Reactions to Novocain. S. Gilman, Boston.— 

p. 841. 

Practical Aspects of Child Guidance: Critical Analysis of 500 Cases. C. 

Stein, Palmer, Mass.—p. 844. 

Sulfanilamide in Pneumonia and Meningitis.—Sadusk 
reports two fatal cases of type III pneumococcus meningitis 
treated with sulfanilamide. The blood cultures in both were 
positive but became sterile following sulfanilamide therapy, 
although both patients died. In one case the spinal fluid also 
became sterile. Nine patients of 53 years of age or more, save 
one who was 18 with type III pneumococcus pneumonia, were 
treated with sulfanilamide. All the nine patients recovered and 
were discharged from the hospital in good condition. The 
further use of sulfanilamide in type III pneumococcus infections, 
until more data can be obtained for analysis, is suggested. 


New Jersey Medical Society Journal, Trenton 
35: 649-708 (Nov.) 1938 
a ai and Treatment of —_ Common Skin Conditions in Children. 
. M. James, Newark.—p. 653. 
Putshered Arterial Disease. W. A. Steel, Philadelphia.—p. 659. 
Skull Fracture in the Chronic Epileptic; Its Effect on Frequency of Con- 

vulsions. M. Scott, Philadelphia.—p. 664. 

*Rocky Mountain Spotted Fever. C. A. Pons, S. C. De Pons and W. A. 

Sweet, Asbury Park.—p. 666. 

Cerebral Hemorrhage in the Newborn: Maternal Welfare Article Number 

Thirty-One. W,. Shanik, Asbury Park.—p. 671. 

Rocky Mountain Spotted Fever.—Pons and his associates 
cite seven cases of Rocky Mountain spotted fever from Mon- 
mouth County. All the patients contracted the infection in 
the locality. Six additional cases in which Rocky Mountain 
spotted fever was suspected were eliminated on the basis of 
a single negative Weil-Felix reaction. There is reason to 
believe that with repeated agglutination tests and animal inocu- 
lations the diagnosis of the disease might have been confirmed 
in some. Unless the clinicians become thoroughly familiar with 
the disease and insist on more corroborative laboratory data, 
cases of typhus and Rocky Mountain spotted fever are going 
to be misdiagnosed. As in typhoid, the agglutination test may 
be positive in the absence of infection; and conversely it may 
be negative in the presence of infection. Rocky Mountain spotted 
fever is such a clearcut clinical entity that the diagnosis on 
purely clinical manifestations is justifiable under some circum- 
stances. 
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New York State Journal of Medicine, New York 
38: 1427-1484 (Nov. 15) 1938 

The Doctor at the Crossroads. N. B. Van Etten, New York.—p. 1427. 

Problems in Kidney Pathology. A. Plaut, New York.—p. 1432. 

Acute Lymphatic Leukemia: Report of Case Showing Unusual Number 

of Monocytes. H.C. Thompson Jr., Albany.—p. 1437. 

Clinical Evidence for Cerebral Vasomotor Sn F. Kennedy, S. B. 

Wortis and H. Wortis, New York.—p. 144 

Hyperparathyroidism: Results Obtained aisle Early Diagnosis and 

Treatment. C. J. Handron, Troy.—p. 1449. 

a ee Complications and Mortality. C. J. Leslie, New 
ork.—p. 

The Future a the Hospitals. E. H. L. Corwin, New York.—p. 1458. 

*Benzedrine Sulfate and Cigarets: Effect on Skin Surface Temperature. 

G. Saland, New York.—p. 1462. 

Chronic Tetany with Mg agg Roentgen Ray Findings. W. B. 

Rawls, New York.—p. 1464. 

Amphetamine Sulfate and Cigarets.—Saland gave three 
patients with parkinsonian postencephalitis and four arterio- 
sclerotic patients amphetamine sulfate. This caused a rise in 
the systolic blood pressure in all cases, a slowing of the pulse 
in five and a drop in the cutaneous surface temperature in six. 
Readings of the cutaneous surface temperature were taken 
following the smoking of cigarets in sixteen cases—three parkin- 
sonian, four arteriosclerotic, four thrombo-angiitis obliterans 
and five normal subjects. In none of these subjects, was there 
any consistent effect produced on the cutaneous surface tem- 
perature. 


Southern Surgeon, Atlanta, Ga. 
7: 489-586 (Dec.) 1938 
*Studies of Adrenals by X- awe in Adrenal-Genital Syndromes. G. F. 
Cahill, New York.-—p. 489 
Advantages of Perineal Urethrotomy in Prostatic Resection. R. M. 
Nesbit, Ann Arbor, Mich.—p. 501. 
~_ eee on Wound Healing. W. D. Gatch, Indianapolis.— 


Bt Fea ‘Occlusion of the Brachial Artery: Case Report. E. Boling, 

Atlanta, Ga.—p. 517. 

Brain Abscess with Gross eee into the Lateral Ventricle. J. E. J. 

King, New York.—p. 

Operating Room tpieaiaaahe of Uterine Bleeding. <A. E. Hertzler, 

Halstead, Kan.—p. 541. 

Management of Complicated Fractures of the Forearm. W. B. Owen, 

Louisville, Ky.—p. 554. 

The Adrenals in Adrenal-Genital Syndromes.—For the 
differential diagnosis between adrenal-genital syndromes with 
and without tumors, Cahill presents a method of visualizing the 
adrenal by x-ray. He uses a modified method of Carelli. With 
the patient on his side and a pillow under the opposite flank, 
the upper flank is sterilized. An area below the twelfth rib 
and between the outer border of the erector spinae muscle and 
the reflection of the peritoneum is injected with a dermal bleb 
of procaine hydrochloride and the subcutaneous tract is injected. 
A lumbar puncture needle is then introduced and as it passes 
through the transversalis fascia a change of resistance is noted 
and it enters the perirenal fascia. The needle is aspirated to 
assure avoidance of a blood vessel and is then attached to a 
sterile tube with a sterile cotton filter and an inflatable rubber 
bag. From 250 and 500 cc. of air is slowly forced by hand 
through the cotton and needle into the perirenal fascia. A 
deep sense of fulness by the patient in the flank is assurance 
that the proper planes have been reached. A roentgenogram 
is taken and the air is localized. It may be displaced upward 
by manual pressure or by a rowing motion as described by 
Mencher. The air slowly diffuses, and series of roentgenograms 
are taken for twenty-four hours. The air may pass up through 
the mediastinum to the neck or may descend down the psoas 
to the thigh, and it takes from six to ten days to absorb. The 
value of such a procedure can be estimated only after its use in 
a considerable number of cases. Of fifty-seven cases of either 
adrenal cortical tumor or of the adrenal-genital syndrome, 
bilateral “airograms” were taken in fifty-five. The procedure 
has also been used in other adrenal conditions and for various 
obscure renal and abdominal conditions in more than 130 cases. 
Of the fifty-five cases in which airograms were taken there 
were seven males and forty-eight females. Among the seven 
males was an adult without demonstrable endocrine symptoms 
who showed a rounded shadow in front of the left kidney and 
apparently connected with the lower end of a long thin adrenal, 
The tumors causing these shadows were confirmed at operation. 
There were two children both with macrogenitosomia praecox, 
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one with a shadow showing a possible tumor in the right adrenal 
and the other with marked hypertrophy of the left adrenal. 
There is no operative confirmation in either case as yet. There 
were two additional children with macrogenitosomia praecox 
in whom air insufflation showed apparently bilateral normal 
adrenal shadows. Two adult males with most excessive hair 
distribution showed normal adrenal shadows. In the forty-eight 
females there was one tumor with only masculinizing and 
maturity syndromes and little or no other metabolic change. 
She showed on 250 cc. air injection a large rounded tumor above 
the left kidney and a normal adrenal shadow on the opposite 
side. Air injection roentgenograms taken one month after 
removal of the tumor showed an apparent hypertrophy of the 
remaining adrenal. There were five masculinizing and metabolic 
tumors in adult females. One, a large carcinoma, showed air 
spreading in a crescent above the kidney and not diffusing above 
the tumor. Another smaller carcinoma showed 300 cc. of air 
diffusing round a right adrenal tumor and a tiny opposing 
adrenal. A case of slight masculinizing and with marked 
changes in metabolism, like Cushing’s syndrome, showed a mass 
above the right kidney resembling a large carcinoma of the 
adrenal. Another case of marked metabolic changes with 
psychosis showed the air diffusing poorly round a left adrenal 
tumor and an apparently normal sized right adrenal. Four of 
these patients were operated on and the x-ray observations con- 
firmed. In thirty females presenting mostly the symptoms of 
androtropic changes, hirsutism and menstrual disturbances, the 
adrenals generally were clearly shown. The right adrenal more 
often casts a long thin shadow and the left a wedge shaped 
shadow. The author was not able to interpret the shadows of 
any of these adrenals as tumors. In five of the more marked 
cases the shape of the adrenals at operation was similar to the 
x-ray shadow. Sections of removed parts of these adrenals 
showed no tumor. In twelve women presenting androgenic and 
metabolic changes a bilateral hypertrophy of the adrenals was 
shown roentgenologically. Exposure of these adrenals was 
most difficult when a partial adrenalectomy was performed. 
There were eight cases in which adrenal shadows appeared only 
on one side. There was little reaction from the air injections 
among these adrenal cortical cases, with the exception of 
nervousness. 


Surgery, Gynecology and Obstetrics, Chicago 
67: 577-704 (Nov.) 1938 


Tumors at the Apex of the Chest. B. S. Ray, New York.—p. 577. 

Interpretation of Lower Spine Injuries, with Special Reference to Spon- 
dylolisthesis and Spondyloschisis. G. E. Pfahler and J. H. Vastine, 
Philadelphia.—p. 600. 

Exact Method of Determining Ovulation and Pregnancy. J. Samuels, 
Amsterdam, Holland.—p. 608 

*Rectal Ulceration Following Irradiation Treatment of Carcinoma of 
Cervix Uteri: Pseudocarcinoma of Rectum. T. F. Todd, Manchester, 
England.—p. 617. 

Nonsurgical Treatment of Hyperthyroidism Complicating Heart Disease. 
W. W. Newman and L. H. Garland, San Francisco.—p. 632. 

Surgical Jaundice—Diagnostic Considerations. K. A. Meyer and F. 
teigmann, Chicago.—p. 640. 

of Hermaphroditism. J. F. McCahey, Philadelphia.— 


Brive Excision for Cancer of Rectum. J. P. Lockhart-Mummery, 
London, England.—p. 655. 

Treatment of Severe Hyperthyroidism and the Bad Risk Patient. G. 
Crile Jr., Cleveland.—p. 661. 

Treatment of Infections of Femur with Maggots. S. Maddock and 
Dorothy Jensen, Boston.—p. 

Splenic Vein Thrombosis Following Splenectomy. H. H. Davis and 
J. C. Sharpe, Omaha.—p. 678. 

*Use of Mixture of Coconut Oil Derivatives as a Bactericide in the Oper- 
ating Room. C. W. Walter, Boston.—p. 683. 

Hysterectomy: Study of 1,000 Consecutive Operations from a General 
Surgical Service. S, M, Dupertuis and R. Zollinger, Boston. —p. 689. 


Rectal Ulceration Following Irradiation of Cervix.-- 
Todd discusses the occurrence of ulceration of the rectum fol- 
lowing radiation treatment of carcinoma of the cervix. The 
lesions resemble carcinoma on digital examination and have 
been named “pseudocarcinoma of the rectum.” Two distinct 
types are found; one is restricted to the rectal wall while the 
other appears to involve mainly the perirectal tissues, with 
secondary involvement of the rectum. Diagnosis is made on 
the clinical features plus a history of previous irradiation and 
it is confirmed, when necessary, by a biopsy. Many instances 
of pseudocarcinoma are associated with local overdosage in the 
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vaginal vault. No other common factor is recognized. The 
microscopic study of both types of lesion shows vascular occlu- 
sion throughout and suggests that this phenomenon may be 
the vital one concerned, irradiation causing thrombosis in some 
of the smaller branches of the hcmorrhoidal vessels, leading to 
obliteration of the blood supply of the rectum in the junctional 
region, followed by the occurrence of infarction and mucosal 
ulceration. The standard method of treatment (Hurdon) of 
the rectal lesion is to give intestinal irrigations twice daily 
with saline solution or some weak antiseptic, introduced no 
hotter than can be comfortably tolerated. Each injection is 
followed by the instillation of as many ounces of liquid petro- 
latum as the patient will tolerate, the patient being kept in 
bed for the duration of the treatment. A regular and soft stool 
is necessary. Alternative methods of treatment are the use of 
diathermy and the making of a colostomy. The complications 
that may arise and require treatment are stenosis, hemorrhage 
and pain. 

Coconut Oil Derivatives as Bactericides.—Walter found 
that a mixture ot coconut oil derivatives (high molecular alkyl- 
dimethyl i chlorides) has properties, other 
than high peice power, which distinguish it as an effi- 
cient bactericide for use in the operating room. Cutaneous 
tolerance for the bactericide was demonstrated in 2,000 cases 
in which the compound was used as the preoperative cutaneous 
disinfectant. The skin of every anatomic region and the mucous 
membrane of all the orifices were exposed to the action of the 
bactericide. The routine preparation of the operative field con- 
sisted of scrubbing the site for one minute with soap (10 per 
cent aqueous suspension of equal parts of coconut and olive oil 
soaps) and water until a stiff lather was produced. The lather 
was removed by shaving and the skin was rinsed with fresh 
tap water and dried. This preparation was carried out at least 
twelve hours before operation whenever practical. On the 
operating table the operative site was cleansed with three 
changes of sponges saturated with 1: 1,000 aqueous solution of 
the compound, alternated with three changes of sponges satu- 
rated with 70 per cent denatured alcohol with oil of cajaput 
tinted with eosin. The detergent action of the combination was 
marked; the soapy aqueous solution emulsified the cutaneous 
fats and loosened the desquamating epithelium; the contrasting, 
dry alcohol rolled the detritus off the skin. The lack of imme- 
diate irritation of the skin of the hands and arms and the 
absence of protracted or cumulative effects following prolonged 
repeated use were established by using the bactericide as an 
arm soak following the usual seven-minute surgical scrub. A 
1: 5,000 aqueous solution of the compound was used as the 
germicide in the glove basins. The soapy quality of the solu- 
tion was found to aid in slipping fingers into the gloves. 
Surgeons reported that the new compound left the skin soft 
and supple and that chapping during cold weather was 
uncommon. The nails were not discolored or brittle and 
there was no objectionable odor. Bactericidal efficiency of the 
compound as a cutaneous disinfectant was established by taking 
full thickness biopsy specimens of the skin in seventy-five 
cases. Besides being recommended for cutaneous disinfection, 
disinfection of the surgeon’s hands and as the germicide in the 
glove basins, the compound is also recommended for the sterili- 
zation of surgical instruments. 


Tennessee State Medical Assn. Journal, Nashville 
31: 425-466 (Nov.) 1938 
Surgical Lesions of the Colon. R. L. Sanders, Memphis.—p. 425. 
Hypothyroidism. O. N. Bryan, Nashville.—p. 436. 
Acute — in Infancy and Childhood. W. T. Mathes, Greeneville. 
Recent Tei in the eon of Diabetes Mellitus. R. C. 
Derivaux, Nashville.—p. 449 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
46: 567-618 (Nov.) 1938 

Surgical Approach to Hypertension: Division I. 
Diego, Calif.—p. 567. 

Mechanism and + ai Diagnosis of Abdominal Pain Referred from 
Above the Diaphragm. W. Brock, San Francisco.—p. 581. 

Observations on Gout. K. K. Sherwood, Seattle—p. 596. 

Glomus Tumor: Report of Case. C. P. Larson and R. J. Bennett, Fort 


Steilacoom, Wash.—p. 600. 
Hemorrhoidectomy in Situ. C. Eaton, Oakland, Calif.—p. 603. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Radiology, London 
11: 705-768 (Nov.) 1938 


Encephalography with Small Quantities of Air (Laruelle). 
ren.— 
A Position for Radiography of the Fourth Ventricle. 


M. Wein- 
T. G. Hardman.— 


Radiologic Findings in Two Cases of Traumatic Rupture of the Kidney. 
A. S. Johnstone.—p. 736. 

Carcinoma of Stomach Presenting Some Unusual Relief Markings: 
T. D. Overend.—p. 739. 

Depth Doses from Teleradium Units. 
burne.—p. 741. 

Dosage Considerations with Radium Surface Applicators of Small Area. 
J. E. Roberts.—p. 755. 

A Two Gram Radium Unit. 


Case. 


W. V. Mayneord and J. Honey- 


F. L. Warburton.—p. 762. 


British Medical Journal, London 
2: 977-1028 (Nov. 


*Heparin and Thrombosis. C. H. Best.—p. 
in Diagnosis. F. G. and H. V. Morlock.— 


. 982. 
Congenital Atresia of the Esophagus. J. W. D. Bull.—p. 983. 
Bacteriostatic Effects of Sulfonamide-P, Soluseptasine and Sulfapyridine. 
. G. Maegraith and R. L. Vollum.—p. 985. 
Spontaneous Hypoglycemia: Report of Case. J. A. Price and A. B. 

Raper.—p. 987. 

Heparin and Thrombosis.—Best states that in the preven- 
tion of postoperative thrombi the intravenous administration of 
heparin should not begin earlier than two or three hours after 
the completion of a major operation—a splenectomy—and it 
should be continued until the patient is able to move about 
actively in bed. Information regarding the effect of heparin in 
the prevention of thrombus formation will not be secured by 
the indiscriminate heparinization of postoperative cases. Those 
cases should be selected in which the hospital statistics show 
that the incidence of postoperative embolism is relatively high. 
Perhaps the best type of case to study would be that exhibiting 
phlebitis migrans. If the clinical cardiologist knew when throm- 
bosis was about to occur—that is, if there were definite pre- 
monitory signs—-he might by the appropriate use of heparin 
secure a short reprieve, perhaps even a long one, for some of his 
patients. The complete absence of premonitory signs makes it 
impossible to conduct a clinical investigation along these lines. 
Heparin might be given immediately after one attack of coronary 
thrombosis, but clinicians do not speak with a single voice 
when discussing the spread of thrombosis from the original 
focus or the significance of intramural thrombi formed as a 
result of coronary thrombosis. Many of the experimental con- 
ditions studied are not closely related to those observed in the 
clinic, but the results have been stimulating and investigations 
along these lines should be pursued. 


Glasgow Medical Journal 
12: 213-268 (Nov.) 1938 
in Degenerative Cardiac Disease. 


Abdominal Symptoms Agnes T. 


Kennie.—p. 213. 

*Some Cardiac Accidents Associated with Cardiazol Convulsion Therapy. 
. McAdam.—p. 221. 
Reports of a Few Cases of Tetanus Treated with Antitetanic Serum and 

Magnesium Sulfate. P. Paterson.—p. 228. 

Cardiac Accidents from Metrazol Convulsion Therapy. 
—While treating sixteen patients suffering from schizophrenia 
with injections of metrazol, McAdam discovered that in one 
case a well marked reduplication of the second mitral sound 
developed and in two cases auricular fibrillation developed. 
None of these patients had shown any clinical cardiac abnor- 
mality before commencing treatment, though in one instance 
right-sided preponderance was revealed by the electrocardio- 
graph. The abnormal cardiac conditions were of short duration, 
cleared up without treatment and left no sign of myocardial 
damage. In contrast t) these three cases, a mentally defective 
boy of 19 showing tue signs of schizophrenia simplex, of poor 
physique, with a pigeon-shaped chest, a right ventricular pre- 
ponderance and a history of repeated asthmatic attacks during 
the last five years, after the cessation of his asthmatic attacks 
received injections of metrazol thrice weekly and there was at 
no time any sign of arrhythmia or other cardiac disability. 


CURRENT MEDICAL LITERATURE 


89 
Indian Journal of Medical Research, Calcutta 


26: 329-596 (Oct.) 1938. Partial Index 

Studies on Meningococcus Bacteriophage. B. B. Sen.—p. 335. 

pg Estimation of Bacillus Coli by Dilution Method. S. Swaroop. 

On Diaconate Reaction: Part III. The Positive Serum. S. D. S. 
Greval, Das and P. C. Sen Gupta.—p. 393. 

*Experimental Studies to Guide Selection of Most Satisfactory Type of 
Anti-Welchii Serum for Prevention and Treatment of Gas Gangrene in 
Man. D. C. Lahiri.—p. 401. 

Vitamin A Activity of Some Fish Oils and Vegetable Foods: Parts I 
and IT. ’ De, . Majumdar and . Sundararajan.—p. 435. 

*Observations on Metabolic Activity of Patients Suffering from Epidemic 
Dropsy: Part I. Urinary Composition of Epidemic Dropsy Patients, 
S. N. Ray and R. Ganguly.—p. 465. 

Studies on Protease of Cobra Venom. N. K. Iyengar, K. B. Sehra and 

Mukerji.—p. 487. 

Number of Eggs of the Common Hovse-Frequenting Flies of Calcutta. 
D. N. Roy.—p. 531. 

Chandhimaatin Study of Streptococcic Infections. S. P. De and U. P. 
Basu.—p. 537. 

Anti-Welchii Serum for Gas Gangrene.—Lahiri states 
that an anti-welchii serum to be of use in the prevention and 
treatment of gas gangrene in man should be able not only to 
neutralize the specific toxins but also to protect against the 
invasive action of the organisms. That is, a serum to be of use 
in protecting against a natural infection in man must contain 
antitoxins and also antibacterial antibodies against the surface 
antigens of all the possible types of Clostridium welchii. In 
experiments undertaken to bring some evidence to guide the 
proper selection of such a serum the author found that, in a 
suitable dose, antitoxic anti-welchii serum can protect an animal 
against both an immediate and a delayed experimental infection. 
The protection afforded by an antitoxic serum is significantly 
better than that by an antibacterial serum, when compared 
volume to volume. An antitoxic serum prepared against the 
toxin of type A Clostridium welchii can neutralize all the bio- 
logic effects of the toxin in equal degrees : its hemolytic, necrctic 
and pharmacologic effects. Since it is impossible to foretell 
which particular type of organism may invade a man exposed 
to the risk nor is it easy to find out definitely the type of the 
organism causing the disease in man during the short duration 
of the disease, there appears to be no alternative but to use a 
mixture of all types of serum, irrespective of its bulk, if in 
field trials all the components of the mixture prove to be neces- 
sary for offering the best protection against the disease in man. 
But if some of them are found to be unnecessary, as, for 
instance, antibacterial serums prove to offer no better protection 
when added to the mixture, or the types B, C and D of 
Clostridium welchii are not recognized to be causal agents of 
gas gangrene in man, then the present anti-gas gangrene serum 
may prove to be sufficient, provided no other fresh organisms 
are incriminated. Carefully devised field experiments alone will 
settle the issue. 

Metabolism and Urinary Composition in Epidemic 
Dropsy.—Ray and Ganguly studied the urinary composition of 
natients with epidemic dropsy. The urea, total nitrogen and 
inorganic sulfates were more or less the same as in normal 
subjects. This would imply that protein metabolism on the 
whole is not much affected in epidemic dropsy, but in more 
severe cases, in which the diets have been restricted, the figures 
obtained were definitely different. The urinary excretion of 
creatinine and neutral sulfur were a little lower in cases of 
epidemic dropsy. The difference was not significant and it may 
have been due partly to the wasted condition of some of the 
patients. The values for ethereal sulfate were found to be the 
same in both normal and pathologic subjects. It seems that if 
epidemic dropsy is due to any bacterial toxin it cannot be of 
phenolic nature. Except in one or two cases, indican could not 
be detected in the urine of patients with epidemic dropsy. The 
uric acid excretion was definitely increased in epidemic dropsy. 
This fact supports the previous observations of many observers. 
The reason for this increased output is obscure, but it probably 
points to the fact that the metabolism of the cell nuclei is greatly 
disturbed in epidemic dropsy. In three or four of the cases the 
thyroid gland was found to be definitely enlarged; but it is 
doubtful whether the increase in the uric acid output is in all 
cases due to hyperthyroidism. There was an abnormally low 
excretion of inorganic phosphates in the urine .of patients with 
epidemic dropsy. This fact may be utilized in the clinical exami- 
nation of urine in suspected cases of epidemic dropsy. The 
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average figure is from five to six times lower than that of 
normal subjects and every patient in whom active epidemic 
dropsy was diagnosed showed this lowered output. The urinary 
output of chlorides was also definitely lower in these patients. 
Obviously the patients aie rctaining a portion of the ingested 
salt, as many of the patients were taking the same diet as they 
had taken before they were attacked by this disease. The 
retention of chlorides is further proved by the fact that the 
concentration of chlorides in blood was increased during an 
attack of the disease. It is advisable, therefore, to decrease the 
amount of salt taken with the diet, in cases of epidemic dropsy. 
In the two cases in which the calcium excretions were examined 
they were found to be 22.5 and 17.2 mg. per hundred cubic 
centimeters of the urine, respectively. These values are small 
even when compared with the lowest values (61 mg.) recorded 
for normal Bengalee subjects. 


Irish Journal of Medical Science, Dublin 
No. 154: 645-692 (Oct.) 1938 
Michael Clancy, M.D. (Blind Actor and Playwright). 
patrick.—p. 645. 
Cyclopropane Anesthesia. V. J. Keating.—p. 664. 
Cancer of the Colon. S. Pringle.—p. 668. 
Radiology of Gastrointestinal Tract (Value of Cooperation). S. J. 


Boland.—p. 670. 
Recent Trends in Treatment of Diabetes Mellitus. S. C. Werch.— 
4. 


p. 67 
Journal of Mental Science, London 
84: 893-1146 (Nov.) 1938 

Diagnosis and Prognosis in Psychiatry: Follow-Up Study of Results of 

Short-Term General Hospital Therapy of Psychiatric Cases. H 

Masserman and H. T. Carmichael.—p. 893. 
Studies on the Brain Phosphatases. H. H. Fleischhacker. —p. 947. 
Observations on 200 Dartmoor Convicts. J. J. Landers.—p. 960. 
The Iron Content of the Human Brain: II. A. H. Tingey.—p. 980. 
Psychopathy and Psychoses Associated with Alcohol. L. Minski.— 


R. S. Wilson and S. W. Gillman. 


T. P. C. Kirk- 


p. 985. 

Medinal-Luminal Prolonged Narcosis. 
—p. 

Agenesis of the Corpus Callosum. J. S. Lloyd and J. N. Jacobson.— 


p. 

*Cardiac Comphications in Cardiazol Treatment: Observations in Four 
Cases. A. Dick and W. McAdam.—p. 999. 

*Mechanism of Cardiazol Convulsion. J. A. F. Denyssen and D. J. 
Watterson.—p. 1002. 

Methods of Estimating Intelligence and Personality and Their Applica- 
tions. J. M. Blackburn.—p. 1008. 


Cardiac Complications from Metrazol.—In the course of 
using metrazol in the treatment of twenty-nine cases of mental 
disorders Dick and McAdam observed auricular fibrillation in 
three and temporary heart block in one. However, all the 
patients treated had healthy hearts at the beginning of treatment. 


Mechanism of Metrazol Convulsion.—From their experi- 
mental results on thirty-two patients undergoing or about to 
undergo metrazol convulsions, it appears to Denyssen and 
Watterson that the effects of metrazol on the circulation occur 
solely through the vasomotor center. The chief of these effects 
is vasoconstriction. Experiments with amyl nitrite and histamine 
demonstrate that vasodilatation antagonizes the action of metra- 
zol, as under appropriate conditions it prevents the convulsion 
from occurring. The conclusion is that the convulsion itself is 
due to a vascular spasm. 


Journal of Physiology, London 
94: 187-280 (Nov. 14) 1938 
Liberation of Histamine and Formation of Lysocithin-like Substances by 
obra Venom. W. Feldberg and C. H. Kellaway.—p. 187. 
A New Arrangement for Registration of Diaphragm Movements. R. 
Meier and R. Miiller.—p. 227. 

Formation of Lysocithin and of Muscle-Stimulating Substance by Snake 
Veaoms. W. Feldberg, H. F. Holden and C. H. Kellaway.—p. 232. 
Effects of Cabbage Extracts on Carbohydrate Metabolism. A. D. 

Macdonald and L. Wislicki.—p. 249. 
Time of Functional Closure of Foramen Ovale in the Lamb. A. E. 
Barclay and K. J. Franklin.—p. 256. 
Suprarenals and Transmission of Activity of Sympathetic Nerves of the 
t. Secker.—p. 259 


Lancet, London 
2: 1995-1150 (Nov. 12) 1938 
Chemotherapy of Bacterial Infections. L. Whitby.—p. 1095. 
Pulmonary ae Growths: Pathology, Diagnosis and Treatment. 
Brock.—p. 3 
Relief of Pain in Laryngeal Tuberculosis, with Special Reference to 
Ionization. V. Cotton-Cornwall.—p. 1109. 
Analysis of the Normal QRS Deflection. 
Nitrous Oxide in Midwifery: New Machine. 


R. C. 


A. Hill.—p. 1110. 
J. E. Elam.—p. 1113. 
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Archives des Maladies du Coeur, Paris 
Bi: 985-1178 (Oct.) 1938 

Double Stellectomy in Angina Pectoris: Result After Nine and One- 

Half Years. R. Leriche and R. Fontaine.—p. 935. 
Phlebitis of Extremities with Gangrene. Audier and Haimovici.—p. 992. 
Influence of Acute on Electrocardiogram of Branch 

Block. R. Fischer.—p. 
*Gonococcic Endocarditis: Clinical Study in Course of Two Observed 

Cases. A. Gelbfisz and Zera.—p. 1010. 
Arterial Occlusion After Intravenous Injection. A. A. Boon and G. A. 

Lindenboom.—p. 1019. 
Constancy of Mean Arterial Pressure. I. D. Klimenko.—p. 1023. 

Gonococcic Endocarditis.—After reviewing the literature 
on gonococcic endocarditis, Gelbfisz and Zera discuss the 
localization and the pathologic anatomy. Then they report the 
clinical histories of two cases. In both of these the acute 
endocarditis coincided with gonococcic urethritis, but the gono- 
coccic endocarditis was at no time accompanied by articular 
symptoms. These facts seem to be in disagreement with the 
opinion that arthropathy is the most frequent complication of 
gonorrhea. In both cases the intermittent type of temperature 
was maintained throughout the entire duration of the disease, 
and the disorder had a malignant aspect with an acute and 
rapid course; it resisted all attempts at treatment. The 
symptoms of the endocardial localization appeared in the two 
patients only during the last period of the disease. The valvu- 
lar lesions consisted of characteristic polypous vegetations. 
Taking into consideration their own observations and those 
reported by others, the authors stress the following points: 
1. In the course of gonorrhea, cardiovascular complications 
may develop which, if localized in the heart, usually attack 
the valves (gonococcic endocarditis). Involvement of the myo- 
cardium and of the pericardium is rare. 2, The endocardial 
manifestations may develop unexpectedly in the course of 
articular attacks or in the absence of articular complications. 
3. Their course is usually malignant and becomes manifest in 
a grave septicemic syndrome with fatal evolution. More rarely 
the evolution is benign and results in chronic valvular defects. 
4. The anatomopathologic lesions observed most frequently by 
all authors are polypous proliferations on the endocardium 
(polypous endocarditis). 5. The ages of the patients differ 
greatly (from 19 to 65 years). 6. The time which elapses 
between the gonococcic infection and the appearance of the 
endocarditis varies between three weeks and fourteen years. 
7. The evolution of gonococcic endocarditis extends over a 
period of from ten days to thirteen weeks, but one author 
(Karwacki) observed a case which lasted two years. The 
authors emphasize that, in cases of endocarditis of obscure 
origin, gonococcic endocarditis should be thought of. 


Bruxelles-Médical, Brussels 
19: 71-107 (Nov. 20) 1938 
Treatment of Adnexitis by Anesthetic Blockage. C. Daniel.—p. 71. 
*Prophylactic Treatment of Urinary Lithiasis. E. Tant.—p. 74. 
*Investigations on Fixation of Gonadotropic Hormones in Serum of 

Normal Pregnant Women and in Those with Hyperemesis. G. 

Legrand.—p 84. 

Prophylactic Treatment of Urinary Lithiasis. — Tant 
shows that in order to arrive at an effective prophylactic treat- 
ment of urinary lithiasis it is necessary to take into account 
the three chief causes of this disorder. The first of these is 
the deposit of an excess of urinary substances. This excess 
can be provoked by foods or else it may be due to a defective 
metabolism. The second cause is the excessive precipitation 
in the urine under the influence of the urinary pu. The third 
cause is local and is probably associated with a chronic irri- 
tation of the urinary passages which provokes the crystalline 
precipitation and the formation of calculous concretions. In 
view of these three causal factors, the prophylactic treatment 
must aim to diminish the excessive urinary deposits; it must 
bring the urinary pu into a zone where precipitations cannot 
be produced and it must dissolve and eliminate the uric acid 
that has been retained in the organism. To reduce excessive 
urinary deposits, it is necessary to avoid certain foods, The 
author gives tables indicating the purine and oxalic acid con- 
tents of various foods. He then lists the foods that may be 
taken and those which have to be avoided by patients who are 
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subject to the formation of urinary calculi. Regarding the 
role assumed by the pu of the urine in the formation of urinary 
calculi, he says that uric acid precipitates in the urine when 
the pu is below 5.7. For this reason it is important for per- 
sons with a tendency to urinary lithiasis that the pu of their 
urine is always kept above 5.7. A vegetarian diet has a ten- 
dency to raise the pu. However, if the pa values rise above 
6.6 or 6.8, phosphatic calculi may be formed. This shows 
clearly that the pu of the urine of patients with lithiasis must 
be kept under constant control. The dietetic restrictions alone 
are not sufficient; they must be complemented by other hygi- 
enic measures such as exercise in the open air. Violent exer- 
cises and physical fatigue should be prevented, however. Rest 
and meals should be taken at regular hours. Constipation is 
to be avoided. Discussing the medicinal treatment, the author 
says that it must aim to maintain an alkaline reaction in the 
urine and to render soluble and eliminate the uric acid accumu- 
lated in the organism. He suggests that acidity might be 
counteracted with sodium bicarbonate. The elimination of the 
uric acid is facilitated by an abundant diuresis. Since many 
patients with urinary lithiasis are subject to oliguria, the 
physician should prescribe a definite amount of fluid that - is 
to be taken by the patient. To facilitate abundant diuresis he 
recommends that patients be given two large glasses of certain 
mineral waters half an hour before rising in the morning. 
Between meals the patient should also take mineral waters or 
a diuretic infusion. Further the author discusses the use of 
alkaline salts, of acid medication, of lithium salts, of salicylic 
acid, of methenamine, of piperazin, of cinphophen and finally 
of vitamin A. 

Gonadotropic Hormone in Serum of Normal Preg- 
nancy and During Hyperemesis. — Legrand demonstrates 
that in the course of normal pregnancy the gonadotropic hor- 
mone is absorbed by the proteins of the maternal blood serum. 
However, in women with hyperemesis gravidarum there exists, 
in addition to this absorbed hormone, a large quantity of hor- 
mone which is not absorbed by the serum albumins but is free. 
The presence of this nonabsorbed hormone seems to be related 
to the development of the symptoms of hyperemesis gravidarum. 
The author reports the clinical histories of two women with 
hyperemesis gravidarum. The serum of these women con- 
tained large quantities of free gonadotropic hormone. 


Gynécologie et Obstétrique, Paris 
38: 241-320 (Oct.) 1938. Partial Index 
*Hemorrhagic Pachysalpingitis. H. Paucot and H. Bédrine.—p. 241. 
a and Early Diagnosis of Cancer of Cervix Uteri. C. Waegeli. 
Fleer of Shortness and Coiling of Umbilical Cord on Uterine Con- 

tractions and on Dilatation of Cervix. F. Faugére.—p. 260. 
Endometrioma with Gravidic Reaction. F. Holtz.—p. 278. 

Results of Ten Years of Roentgen Therapy of Cancer of ‘Cervix Uteri. 

W. P. Plate.—p. 280. 

Hemorrhagic Pachysalpingitis—Paucot and Bédrine do 
not maintain that hemorrhagic pachysalpingitis is more fre- 
quent than ectopic pregnancy, but they think that the systematic 
microscopic examination of hematosalpinx will disclose new 
cases of hemorrhagic pachysalpingitis. They report the his- 
tory of a woman, aged 30, who presented symptoms which 
necessitated a laparotomy. After describing the observations 
in the course of the operation they give a detailed description 
of the macroscopic and microscopic aspects of the removed 
uterine tube. They stress the absence of the histologic char- 
acteristics of pregnancy, for there was no decidual transfor- 
mation of the connective tissue and no signs of syncytium of 
Langhans. Discussing the existing microscopic changes they 
cite among others the fact that the hemorrhage is diffuse and 
involves the entire thickness of the tube and that the serosa 
is thickened and participates in the general hypertrophic reac- 
tion of the entire organ. Especial attention is given to the 


vascular changes, because they help to throw light on the 
pathogenesis. The authors say that they do not believe that 
the pathogenesis of hemorrhagic pachysalpingitis is uniform 
and that the infection with banal micro-organisms is always 
responsible for its appearance. In the reported case there 
were several factors which spoke against such a pathogenesis 
and indicated that syphilis or hereditary syphilis played a part. 
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The authors regard the condition more as a syndrome than as 
a definite disease and thus they differ with Bazy, who affirms 
that hemorrhagic pachysalpingitis has an absolute autonomy, 
They consider it as an anatomic reaction to various infections 
(banal or specific) of the uterine tubes. Finally they suggest 
that, as regards the etiology, hemorrhagic pachysalpingitis may 
perhaps be related to hemorrhagic pachymeningitis, for they 
were surprised by the similarity of the vascular lesions in 
these two processes. 


Presse Médicale, Paris 

46: 1681-1704 (Nov. 16) 1938 
*Loss of — and Vomiting. L. Binet, D. Bargeton and J. Lacorne. 
*Dificulty of of Transformation of Carotene (Provitamin A) into Vitamin A 
in Course of Various Pathologic Conditions: Therapeutic Conse- 

quences. R.-H. Monceaux.—p. 1683. 

Loss of Chloride and Vomiting.—Reports on hypochlo- 
remia and particularly on the part played by vomiting in its 
development, which were presented at the French medical con- 
gress (held in Marseilles in November), and observations on 
a woman with uncontrollable vomiting of pregnancy, induced 
Binet and his associates to study the role of vomiting in the 
loss of chlorides. They describe the clinical history of the 
woman and in diagrams they indicate the loss of chloride in 
the vomit, the changes in the chloride content of the blood 
and so on. The results of the chemical studies on the urine, 
the vomit and the blood induced the authors to employ in 
addition to other therapeutic measures also rechloridation in 
the form of daily intravenous injections of 20 cc. of a 10 per 
cent solution’ of sodium chloride. After this treatment was 
instituted the vomiting gradually decreased. The authors recall 
an earlier report (1928) which likewise recommended the 
administration of sodium chloride in‘ cases of uncontrollable 
vomiting of pregnancy. In the second part of this paper they 
describe their studies on the mechanism of the loss of chlorides 
by the process of vomiting. They made perfusion experiments 
on isolated lungs and stomachs and found that the blood per- 
fusing the lung is not deprived of much of its chloride; how- 
ever, the blood perfusing the stomach presents a constant and 
considerable impoverishment in chloride, which amounts to 
from 30 to 45 per cent. Regarding the therapeutic signifi- 


cance of these observations, they say that a severe loss in the 


chloride content of the organism should be counteracted by 
the administration of chloride. In acute cases, hypertonic 
solutions of sodium chloride should be given by intravenous 
injection. In this connection the authors direct attention to 
studies on dogs which revealed that, whereas the slow intra- 
venous injection of 20 cc. of a 10 per cent solution of sodium 
chloride was well tolerated, the rapid injection of 20 cc. of a 
30 per cent solution resulted in circulatory collapse. 
Transformation of Carotene into Vitamin A. — Mon- 
ceaux points out that animal experiments have demonstrated 
that carotene administered in the form of a tested solution is 
capable of curing and preventing the disorders that are caused ~ 
by a deficiency of vitamin A. However, the clinical problem 
is not as simple, for, whereas the healthy organism may be 
able to transform carotene into vitamin A, it is not so in 
numerous pathologic conditions. The author first directs atten- 
tion to carotenemia, which is accompanied by yellow pigmen- 
tation of the skin simulating icterus. It occurs in tuberculous, 
cancerous, diabetic and obese patients and in children. It is 
due to the fact that the carotene is not properly oxidized. To 
counteract this carotenemia the physiologic activity and par- 
ticularly the oxidative process must be augmented. Another 
disorder, which leads to defective utilization of carotene, with 
or without pigmentation, is hepatic insufficiency. It is possible 
that a hepatic insufficiency is a factor also in some of the 
aforementioned conditions of hypercarotenemia. Moreover it 
is probable that insufficient transformation of carotene into 
vitamin A’ will result in a deficiency of the A factor and 
may be followed by such disorders as hemeralopia, xerosis, 
pyodermatitis and diarrhea. It has been proved also that the 
small quantities of carotene which are absorbed in the foods 
are entircly insufficient to supply the liver with the A factor; 
it is necessary to ingest massive doses. The author thinks 
that in view of the frequency of insufficient transformation of 


carotene into vitamin A the treatment with the provitamin 
carotene should be abandoned and replaced by the administra- 
tion of vitamin A in its direct and natural form as it is pro- 
vided by certain types of fish. In this form it can be perfectly 
assimilated and kept in reserve. Moreover, it has been estab- 
lished that the growth factor of animal origin has an action 
that is twenty times more potent than pure carotene. Regard- 
ing the posology, the author says that studies by Busson dis- 
closed that, if the organism’s reserves are exhausted, the 
vitamin must be given in large doses daily for a long period. 
It is necessary to administer from 6,000 to 6,500 units of the 
natural vitamin A either in a single dose or in fractionated 
doses in the course of the day. 


Archivio Italiano di Chirurgia, Bologna 
49: 201-300 (Aug.) 1938. Partial Index 
Crossed Dystopy of Kidneys. P. Cazzamali.—p. 201. 
Large Hematoma of Renal Fossa from Spontaneous Rupture of Adrenal. 
R. Ascoli.—p. 225. 
ygerong~ ‘oe Arthrodesis in Tuberculosis of Knee Joint. S. Mondolfo. 
*Epidural Sacral Route in Administration of Tetanus Antiserum, C. 

Tangari.—p. 268. 

Tetanus Antiserum Epidurally.—Tangari points out the 
importance of the epidural sacral route for the introduction 
of tetanus antiserum in cases of grave tetanus. The injec- 
tions are made at the hiatus sacralis with the patient in the 
prone position and by using a needle longer than ordinarily 
used in spinal puncture. The author used Behring’s antiserum, 
which was administered in daily doses of from 150,000 to 
200,000 international units, Two daily injections of antiserum 
in doses of 20,000 international units each are administered 
to the patient, one of which is made in the subarachnoid space 
through the hiatus sacralis and the other in the epidural sacral 
space. The remaining dose of antiserum is administered to 
the patient in intravenous and intramuscular injections. A 
local treatment, which consists in local disinfection of the 
wound, applications of alcohol pads, isolation oi the patient 
from light and noise and the administration of purgatives and 
of light milk diet, is also given. The fifteen patients who 
recovered out of the group of sixteen who had the treatment 
did not suffer from paralysis or nervous complications. Accord- 
ing to the author, the administration of antiserum through the 
sacral epidural route has the following advantages : 
puncture, which cannot be performed in cases of grave opis- 
thotonos, can be replaced by puncture at the dural sac through 
the hiatus sacralis. Consequently the antiserum can be intro- 
duced in the subarachnoid space, even in grave opisthotonos. 2. 
The antitoxin diffuses itself down to the cauda equina and up 
to the nervous roots. Consequently the passage of the toxin 
to the subarachnoid space and to the nervous centers is blocked 
by anatoxin. The duration of the contractures and the evo- 
lution of the disease are shortened. The treatment is not 
followed by complications. The technic is easy. The epidural 
sacral route has been resorted to, up till now, in the treatment 
of tetanus from wounds of the lower extremities, which are 
the most frequent and dangerous. It seems advisable to resort 
to it in the prevention of tetanus which is indicated in the 
presence of suggestive wounds of the lower extremities. 


Bollettino d. Istit. Sieroterapico Milanese, Milan 
17: 631-710 (Oct.) 1938. Partial Index 
Is Agglutinability of H Agglutinins of Typhoid Bacilli Prevented by Vi 

Antigen? Molina.—p. 631. 

Properties of Fresh Blood Serum: Factors Which Determine Blood Coag- 

ulation. F. Ferranti and A. Torrini.—p. 642. 

*Bactericidal Power of Blood Serum Against Gonococcus in Normal Per- 
sons and in Gonnorrhea in Course of Bacterial Vaccine Treatment. 
G. De Aldo.—p. 662. 

Diagnostic Value of Most Common Cultural Methods for Identification of 

Diphtheria Bacillus. V. Lanza.—p. 673. 

Bactericidal Power of Blood Against Gonococcus.— 
De Aldo made determinations, in vitro, of the bactericidal 
power of the blood of eleven normal persons and -of nineteen 
patients suffering from gonorrhea. In the patients the deter- 
minations were made before and in the course of the adminis- 
tration of a bacterial vaccine which contains gonococci, 
streptococci, staphylococi and Bacillus coli. The author found 
that the bactericidal power of the blood against the gonococcus 
is more intense in persons who are ill than in normal persons. 
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It increases in acute urethritis in men as soon as seven days 
after development of the infection and still more as complica- 
tions (prostatitis and epididymitis) develop. It is more intense 
in chronic than in acute forms of gonorrhea in women, It 
increases in the blood of patients of either sex after adminis- 
tration of bacterial vaccines by either the intravenous or the 
subcutaneous route and still more as the vaccinal treatment 
advances. According to the author the administration of bac- 
terial vaccines increases the forces of defense of the individual 
against the gonococcus as well as the general and humoral 
immunity of the patients. 


Bol. Academia Nacional de Medicina de Buenos Aires 
249-400 (Aug.) 1938. Partial Index 
New Progress of Physiopathology of Muscles. C, Frugoni.—p. 262. 
*Monosymptomatic Primary Cardiac Rheumatic Fever. R. A. Bullrich 
and D. Sneider.—p. 285. 
Histophysiology of Parathyroid Glandular Graft. P. Rojas and F. J. 


Manfredi.—p. 303. 
Surgical Treatment of Detachment of Retina. H. Arruga.—-p. 392. 


Monosymptomatic Primary Cardiac Rheumatic Fever. 
—Bullrich and Sneider say that rheumatic fever may develop 
with pain in the heart or in the precordial region as the only 
symptom of the disease, whereas articular symptoms may or 
may not be present. Monosymptomatic primary cardiac forms 
of rheumatic fever are frequent. In these forms the altera- 
tions of the electrocardiogram, especially those which show 
disturbances of the auriculoventricular conduction, may be the 
only sign of the disease aside from cardiac or precordial pain. 
The authors emphasize the importance of making electrocar- 
diograms for an early diagnosis because of the fact that the 
disease rapidly regresses by early administration of large doses 
of sodium salicylate. The drug is prepared in an isotonic solu- 
tion (23.2 Gm. per thousand cubic centimeters) and adminis- 
tered in daily doses varying from 16 to 23 Gm., by enema and 
by the drip method. Discontinuation of the treatment is indi- 
cated by normalization of the electrocardiogram (or, in the 
presence of organic lesions which give electrocardiographic 
irreversible tracings, by disappearance of the auriculoventricu- 
lar disturbances). Asa rule pain subsides rapidly in the course 
of the treatment and fever disappears in from four to seven 
days. The electrocardiogram returns to normal (or shows 
disappearance of the auriculoventricular disturbances) in two 
or three weeks unless there are irreversible lesions. Even in 
this case further bouts are prevented by early administration 
of liberal doses of sodium salicylate. The treatment can be 
considered as a diagnostic and therapeutic test of rheumatic 
fever and also as a test of value for differentiating rheumatic 
fever from endomyocarditis caused by focal infection which 
does not subside by sodium salicylate treatment. The clinical 
and electrocardiographic study of six cases is reported. Four 
cases in the group were of the cardiac monosymptomatic form. 


Nervenarzt, Berlin 
11: 553-608 (Nov. 15) 1938 
New Law on Marriage with Regard to Hereditary Psychic Disturbances. 
K. Beringer.—p. 553. 
Athetosis and Tremor: Their Physiologic Mechanism and Their Modifi- 
cation by Surgical Measures. P. C. Bucy.—p. 562. 
*Gastrogenic Psychoses. W. Scheid.—p. 568 
Casuistics on Narcolepsy: — Aspects and Their Therapeutic Signifi- 
cance. W. Behrmann.—p. 577 
Symptomatic Convulsions and Focal Infection. K. Hansen.—p. 583. 
Gastrogenic Psychoses.—Scheid reports the clinical his- 
tories of two patients in whom “obscure” forms of dementia 
developed. Both patients presented symptoms of funicular 
spinal disorders. Pernicious anemia could be excluded. Exam- 
ination disclosed in both patients an achylia gastrica. An 
earlier examination of the first patient had revealed hematic 
changes of a type which is characteristic for hypochromic 
anemia, but in the meantime these changes had been largely 
counteracted by suitable treatment. In the second patient a 
moderate secondary anemia still existed at the time of the 
psychiatric observation. In this patient the achylia was caused 
by a gastric scirrhus. In both patients the mental distur- 
bances could be identified as “gastrogenic’ psychoses. The 
author points out that by correspondingly directed internistic 
examinations it might be possible to detect more cases of this 
type among the psychoses of obscure etiology. He thinks that 
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particularly among the cases of unexplained dementia there 
are doubtless some “gastrogenic psychoses.” Moreover, the 
psychoses of pernicious anemia, whichyare more readily recog- 
nized on account of their clear symptoms, can be classified 
with the gastrogenic psychoses. 


Zeitschrift f. Geburtshiilfe u. Gynakologie, Stuttgart 
118: 1-204 (Nov. 11) 1938. Partial Index 
Experimental Investigations on Peristalsis of Human Oviducts During 

Various Phases of Cycle and of Pregnaucy. W. Breipohl.—p. 1. 
Presence of Vitamin C in Placenta. W. Neuweiler.—p. 27. 

Ectopic Pregnancy in Genital Tuberculosis. W. Reifferscheid.—p. 38. 

*Estimation of Hydremia Factor in Thrombosis and Embolism. G. 
Schafer.—p. 50. 

Narrow Pelvis. E. Puppel.—p. 75. 

Action of Close-Range Roentgen Irradiation on Tumor Tissue. W. 

Shaefer and H. Huber.—p. 107. 

Hydremia in Thrombosis and Embolism.—Schifer says 
that changes in the vascular walls, in the form of varicose 
deformities in the network of the pelvic veins, play a part in 
the frequent thromboses after gynecologic prolapse operations. 
Although such varicose deformities are also frequent in preg- 
nant and puerperal women, the incidence of thrombosis is 
much less during the puerperium and even after surgical 
deliveries than is the case after gynecologic operations. The 
author sees the cause of this physiologic protection against 
thrombosis on the one hand in the rapid venous backflow 
after the delivery of the child, and on the other hand in the 
hydremia which is already present before birth and which is 
increased immediately after. The author devotes the second 
part of his paper to the nature and action of hydremia and 
the third part to the clinical and hematologic estimation of 
hydremia in obstetrics and in surgical gynecology. .Summar- 
izing his observations, he says that hydremization is evidently 
of value in the prevention of postoperative thrombosis and 
embolism. This prophylactic action of hydremia is explained 
by a number of clinical observations. In adipose and cachectic 
patients in whom the water exchange is impaired, the danger 
of thrombosis and embolism is great, as is the case also in 
the presence of high temperatures and during the stage of 
premenstrual inspissation of the blood; however, in puerperal 
women and in patients who have been given large amounts 
of fluid the tendency to thrombosis and embolism is surpris- 
ingly low. In the course of the clinical and hematologic 
studies on hydremia the author investigated the action of an 
artificial postoperative dilution of the blood, induced by vene- 
section and subsequent filling up with sodium chloride solution. 
With this method it was possible to reduce the incidence of 
thrombosis and embolism in cases of myoma and in benign 
tumors of the ovaries and of the adnexa. Further studies 
were concerned with determining the degree of hydremia by 
measuring the dry residues, the specific gravity in the total 
blood and in the serum, the viscosity of the blood serum and 
the hemoglobin and erythrocyte values. These investigations 
were made on seventy-nine parturient women and on 149 
women undergoing gynecologic operations, Regarding the 
prognostic significance of the hydremia, the author says that 
in the women who underwent gynecologic operations and who 
were subject to embolism the hydremia values were near the 
lower limits of normality, but that these values did not permit 
the estimation of the dangers from thrombosis and embolism 
before the operation. 


Novyy Khirurgicheskiy Arkhiv, Dnepropetrovsk 
41: 311-460 (No. 163) 1938. Partial Index 
Ketosis Accompanying Surgical Pain. P. V. Ryzkov.—p. 311. 
Treatment of Nonpenetrating Skin and Muscle Gunshot Injuries. 
Linberg.—p. 320. 
Treatment of Retroperitoneal Abscess. N. G. Sosnyakov.—p. 331. 
*Form, Localization and Motor Function of Stomach After Resection 
for Ulcer. I. A. Shekhter.—p. 346. 
*Roentgenologic Diagnosis of Chronic Appendicitis. O. Plisan and E. 
Gringauz.—p. 358. 
Operative Treatment of Cancer of the Stomach. I. Ya. Slonim.—p. 363. 
Hazards of Protein Therapy. K. V. Stroykova.—p. 372. 


Stomach After Resection for Ulcer.—Shekhter reports 
postoperative roentgenologic studies of sixty cases in which 
partial gastric resection was performed for ulcer. Observa- 
tions on eleven patients were begun on the twentieth post- 
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operative day and were continued for three months. Ten of 
this group were studied for periods lasting two, three and 
five years. Observations on the remaining forty-nine patients 
were begun at a later period. The author concludes that 
resection brings about a marked alteration in the form and 
the tonus of the stomach depending on the type of resection and 
postoperative adhesions. Many patients with postoperative 
adhesions do not exhibit any complaints or objective signs. 
From a roentgenologic point of view, the first method of 
Billroth and its Haberer modification are to be considered 
preferable as far as motor function is concerned. Following 
these operations, food passes in the normal physiologic direc- 
tion and there is established in most cases of the first Billroth 
operation and in all of the Billroth-Haberer operation a rhyth- 
mic evacuation of the stomach contents. The second method 
of Billroth leaves a smaller stomach and is characterized by 
filling of the afferent loop of the anastomosis and by acceler- 
ated emptying. The Finsterer modification of the second 
method of Billroth does not guarantee against the filling of 
the afferent loop. Shortly after the resection considerable 
inflammatory edema of the mucosa is observed, resulting in 
narrowing of the anastomotic stoma and retarded evacuation. 
This edema disappears in uncomplicated cases in the course 
of three months, leading to the restoration of the type and 
time of evacuation characteristic for the given type of resection. 

Chronic Appendicitis.—Plisan and Gringauz studied roent- 
genologically 142 cases of chronic appendicitis in which opera- 
tive intervention was later resorted to. The patients were 
given barium sulfate orally from eight to ten hours before 
the commencement of roentgenologic observation, which was 
repeated several times in the course of the next two or three 
days. The appendix was visualized in ninety-five (67 per 
cent). Definitely localized tenderness was present in sixty- 
three (66.8 per cent). The authors consider x-ray study a 
valuable method in arriving at diagnosis of chronic appendi- 
citis. Persistent irregular filling observed on repeated exami- 
nation suggests a pathologic state. Failure to fill with the 
use of correct technic constitutes another important sign of 
chronic appendicitis. Strictly localized tenderness of the 
appendix combined with loss of its motor function and limita- 
tion of motion when combined with the foregoing signs is 
pathognomonic of chronic appendicitis. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
82: 5281-5364 (Oct. 29) 1938. Partial Index 

Benign Tumors of Small Intestine. F. S. P. Van Buchem.—p. 5288. 

Practical Apparatus (Face Tent) for Administration of Oxygen: Simple 

Method for Collecting Blood for Determination of Oxygen. J. K. 

Kraan and H. W. Mook.—p. 5293. 

*Tumors with Hollow Peduncle, a Treacherous Type of Gastric and 

Intestinal Cancer. B. J. Mansens.—p. 5297. 

Spontaneous” Hemopneumothorax. C. A. Van Hees.—p. 5302. 
Steatorrhea in Patient with Gastric Cancer. S. Lups and H. Van 

Kooten.—p. 5307. 

Cancers with Hollow Peduncle.—On the basis of case 
histories, Mansens describes a peculiar type of gastric and 
intestinal cancer. In one patient, a man aged 68, the rectal 
examination disclosed about 9 cm, above the sphincter a tumor 
with a central crater and apparently a short peduncle. The 
tumor was movable against the basis. Since the patient refused 
a laparotomy, it was decided to remove the growth by way 
of the anus. The tumor, which was about the size of a 
cherry, was cut by diathermy. After the operation the patient 
had peritonitis and died. The necropsy revealed large quan- 
tities of fecal masses in the small pelvis and a defect of con- 
siderable size in the rectal wall. Examination of the removed 
tumor disclosed an adenocarcinoma that had grown deep into 
the muscularis. The portion extending beyond the muscularis 
had a papillary character. The entire thickness of the mus- 
cularis as well as the serosa was found in the removed por- 
tion; that is, the surgeon had unknowingly removed a portion 
of the intestinal wall. The author further cites two cases 
of gastric tumor in which the gastric wall was drawn up into 
the tumor so that the growth seemed to have a peduncle, 
which in these cases consisted of the tissues of the gastric 
wall. If the apparent peduncle of these tumors is sectioned 
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a large opening results, as was the case in the aforementioned 
fatal cuse of rectal carcinoma. In the stomach this is not so 
serious, because an extensive resection is usually made. The 
author regards the peculiar growth of papillary carcinomas as 
the factor that is responsible for this treacherous type of 
tumor. 


Acta Medica Scandinavica, Stockholm 
97: 1-162 (Oct. 29) 1938 

Conditions Resembling Achondroplasia and Chondro-Osteodystrophia 
(Brailsford). A. Engel.— 1. . 

Porphyrin and Fat in Experimental Anemias. 
W. Grotepass.—p. 29. 

Occurrence of Heterogenic Antibodies (F-Antibodies) in Pulmonary 
Tuberculosis and of Heterogenic Antigen (F-Antigen) in Tubercle 
Bacilli. K. Hedén and A. Gullbring.—p. 37. 

*Cause of Hyperchloremia and Hyperazotemia in Patients with Recurrent 
Massive Hemorrhage from Peptic Ulcer. J. G. G. Borst.—p. 68. 

Subjective Effect of Beta-Pheny Ifate on Normal Adults. 
P. Bahnsen, E. Jacobsen and Harriet Thesleff. —p. 89. 

Some Healed Cases of Cavernous Pulmonary Tuberculosis Treated by 
Bilateral Pneumothorax. I. Stahle.—p. 132. 

Sedimentation Speed of Erythrocytes in Pulmonary Tuberculosis. C. 
ossati.—p. 149, 

Hyperchloremia and Hyperazotemia in Hemorrhage 
from Peptic Ulcer.—Borst says that several investigators 
observed an increase of urea in the blood of patients suffering 
from massive hemorrhage into the digestive tract but that, 
as regards the cause of this hyperazotemia, the opinions are 
divided. At the author’s clinic it was observed that the major- 
ity of the patients with hemorrhage into the digestive tract 
who had marked azotemia showed hyperchloremia but at the 
same time an extremely low excretion of sodium chloride in 
the urine. In order to obtain a better insight into the cause 
of this azotemia and hyperchloremia a special study was 
made of all patients suffering from recurrent massive gastric 
hemorrhages. The three most extensively studied cases are 
reported. Summarizing his observations, the author says that 
the hyperazotemia that appears with massive bleeding into the 
digestive tract is due to an increased formation of urea from 
the blood within the intestine. Should the patient be insuff- 
ciently fed, catabolism of body protein takes place; during 
the bieeding, however, it is slight, since the blood within the 
intestine serves as nourishment. Toxic destruction of body 
protein did not occur in the reported cases. The hyperazo- 
temia leads to relative polyuria; as a rule, the urine output 
surpasses the fluid intake. The urea concentration of the urine 
remains maximal until the posthemorrhagic blood dilution has 
restored the volume of the circulating blood. If the patient, 
by repeated massive bleeding or by operation, develops shock, 
both the diuresis and the maximum urea concentration of the 
urine drop and the urea content of the blood rises still more. 
The drop in the urea clearance is more marked than that of 
the blood pressure. The clearance is possibly the best mea- 
sure for the severity of the shock. The posthemorrhagic blood 
dilution is retarded by high diuresis with a restricted fluid 
intake, by low albumin content cf the blood, and especially by 
damage to the capillaries caused by operative shock. As long 
as the posthemorrhagic blood dilution is still in progress, the 
kidneys excrete practically neither sodium nor chlorides; if 
sodium chloride is administered, the sodium chloride content 
of the blood plasma rises far above the normal. In this period 
the urine carries much potassium, whereas the potassium con- 
tent of the blood is normal or reduced. The retention of 
sodium chloride and the increased excretion of potassium form, 
in all probability, part of a regulating mechanism established 
for the purpose of restoring the normal filling of the arterial 
system by way of an augmentation of the total extracellular 
fluid and therefore of the blood plasma. Possibly this same 
mechanism is encountered in all situations in which the arterial 
system is incompletely filled. Regarding the treatment the 
author says that, following massive hemorrhage, the body 
must be aided in its effort to restore the amount of circulating 
blood (1) by restoring as far as possible the loss of erythro- 
cytes and plasma protein; for this purpose the drip transfu- 
sion can be strongly recommended, and (2) by administering 
fluid until the urea concentration of the urine drops below the 
maximum and the chloride content rises, the presence of edema 
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is no contraindication for a liberal administration of fluid. 
Salt may be given only when the sodium chloride content of 
the blood plasma is nd@ elevated. Carbohydrates should be 
administered as soon as possible so as to prevent body protein 
destruction by inanition. In the presence of vomiting or other 
signs of gastric retention, the author gives a 5 per cent solu- 
tion of dextrose subcutaneously, otherwise 10 per cent cane 
sugar with a few drops of orange juice by mouth. This latter 
is well tolerated by most patients. 


Nordisk Medicinsk Tidskrift, Stockholm 
16: 1687-1726 (Oct. 29) 1938 

*Tuberculous Epididymitis. E. Ljunggren.—p. 1687. 

Relation of Serologic Test for Syphilis at Birth: Comparative Investi- 
gations on Venous Blood, from Umbilical Cord and Retropla- 
cental Blood by Wassermann, Gaehtgen, Kahn Standard, Meinicke 
Clarification and Miiller’s Clotting Reactions. T. M. Vogelsang and 
H. Anker.—p. 1695. 

Significance of Collateral Circulation in Embolectomy as Illustrated in 
Some Cases of Operatively Treated Recurrent Embolism in Extremities, 
K.-E. Groth.—p. 1700. 

Changes in Ascorbic Acid Metabolism tn Patients with Exophthalmic 
Goiter and Myxedema. A. El mby. —p. 

Occurrence of Histamine in Feces in Patients with Asthma. G. Myhr- 
man and J. Tomenius.—p. 1708. 

Tuberculous Epididymitis.—Ljunggren states that tuber- 
culous epididymitis usually has a chronic course but is acute in 
about 17 per cent of the cases. Differential diagnosis between 
the chronic cases and the so-called chronic epididymitis may be 
difficult. Palpation by the rectum often gives decisive results 
for the diagnosis of tuberculous epididymitis, since tuberculous 
changes in the prostate and seminal vesicles can be established 
in about two thirds of the cases. Such changes in the prostate 
can sometimes be demonstrated by urethrography. X-ray exami- 
nation of the epididymis does not as a rule give valuable 
information for diagnosis. As renal tuberculosis occurs simul- 
taneously with tuberculous epididymitis in about one fourth 
of the cases, intravenous pyelography is advised. If epididy- 
mectomy can be carried out, it is the method of choice in 
tuberculous epididymitis, and it is advised in every more pro- 
nounced chronic epididymitis suspected to be tuberculous, for 
long expectant treatment, the author says, entails the risk that 
the testis may become infected if the process is tuberculous. 
He emphasizes the importance of long continued careful dietetic- 
hygienic treatment after the operation, to promote the resistance 
of the organism to the tuberculous infection in the body, and 
of constant control for at least three years. 


Ugeskrift for Leger, Copenhagen 
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*Experiences with Serum Treatment of Lobar Pneumococcic Pneumonias, 

S. Baastrup, K. Transbgl and O. P. Nielsen.—p. 1195. 
Complications in Pneumonia Treated with Serum. O. Bang.—p. 1202. 
Contribution to Studies on Pneumonia. J. P. Andreasen.—p, 1204. 
Inguinal Lymphogranuloma with Recovery Following Treatment with 

Sulfanilamide. B. Pontoppidan.—p. 1205. 
Sterile Solutions of Sodium Bicarbonate for Treatment of Surgical 

Acidosis. V. Aalkjzr and E. P, Nielsen.—p. 1206. 
Cases of Orbital — Mainly Originated from Nasal Sinusitis. 

J. Roued.—p. 120 

Serum Treatment of Pneumococcic Pneumonias. — 
Baastrup and his co-workers discuss the result of type-specific 
serum treatment in seventy-six cases of lobar pneumonia (in 
forty children, thirty-six adults), representing practically all 
the pneumonias in Skive and its vicinity from January to 
August 1938; 70 per cent were type I, 17 per cent type VII. 
The total mortality was 3.9 per cent, the mortality in the 
uncomplicated cases 1.4 per cent. The authors say that attain- 
ment of the best results depends on understanding and support 
on the part of the practicing physician with consequent earliest 
possible hospitalization, earliest possible type determination in 
the hospital laboratory and the administration of large doses. 
They advise from 40,000 to 60,000 units for children under 13, 
from 160,000 to 220,000 for adults, and as far as possible one 
large single dose; individualization is necessary. The incon- 
veniences and dangers of serum sickness, they find, are not 
grave enough to hinder the application of serum treatment in 
any case of lobar pneumonia. Transportation to the hospital 
in the first days of illness is without harmful effects of 
consequence. 
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